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AUTOLYZED LIVER CONCENTRATE SQUIBB 


An effective liver preparation for oral use 


Too often anemia patients revolt against 
a diet of liver and delay their recovery. 
Now there is a new way to provide the 
benefits of liver in a convenient and 
effective manner—with Autolyzed Liver 
Concentrate Squibb. 

This new preparation is not an extract 
or liver fraction, but whole liver, auto- 
lyzed, powdered—with cocoa added for 
flavor. You will find it palatable and 
beneficial. Palatable—because it has a 
tang and zest all its own. And because it 
can be taken in a variety of ways—dis- 
solved in milk, in warm bouillon or 
mixed with butter and spread on bread. 
Beneficial—because it provides all the 
blood regenerative factors of whole 
liver. In addition it has twice the Vita- 
min B and G potency of dried yeast. 

Given to patients, Autolyzed Liver 
Concentrate Squibb is followed by a 
prompt reticulocyte response, a distinct 
rise in hemoglobin concentration and a 
noteworthy improvement in appetite, 
weight, and strength. 

Autolyzed Liver Concentrate Squibb 
is economical to use—costing as little as 
7 to 14 cents per day for the first year’s 
treatment of an uncomplicated case of 
pernicious anemia. 


Marketed under license to use U. S. Patent 
Application Serial No. 620,301. Marketed 


in VY, and 1-lb. bottles. Council Accepted 
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For years the ILtINoIs MEDICAL JOURNAL has 
been insisting that any comparison of interna- 
tional mortality statistics is ridiculous unless a 
standardized international yardstick is used in 
the computations of statisticians. 

Despite the obvious truth that you can not 
measure accurately any commodity with a yard- 
stick that contains 36 inches in one community 
and 38 inches in another, this farce of compara- 
tive figures continues right merrily. A great 
hullabaloo that shows no indication of quieting 
was renewed when the Section on Gynecology and 
Obstetrics of the Academy of Medicine raked the 
general practitioner over the coals in a report 
on Maternal Mortality, despite the fact that the 
family physician is well qualified to handle 90 
per cent. of maternity cases. 

According to this report some 61 per cent. of 
the maternal deaths may be ascribed to the 
negligence of the attending physician. 

Looking into the source of a few statistics let 
it be connoted that in this country the number 
of maternal deaths is tabulated by the Census 
Bureau. Later the Children’s Bureau of the 
Department of Labor publishes the results of 
such tabulation. 

In 1926, Publication 158, written by Robert 
Morse Woodbury, Ph.D., was issued and entitled 
“Maternal Mortality.” 

On page 58 of this pamphlet appears this 
apologetic statement : 

“Detailed study of the results of applying the 
United States instead of the English rules to the 
deaths in England and in Wales during 1920, 
indicate that the rate in England and Wales 
would have been increased by about 15 per cent. 
if the United States Rules had been applied.” 

Now in 1920, in the United States, deaths in- 
cidental to childbirth totalled 7.99 per 1,000 
women who survived confinements. This figure 
in England and Wales totalled 4.33 per 1,000 
by English rules. 
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Bear in mind that the yardstick is not the 
same. Adding 15 per cent. to the English-Welsh 
figures brings these up to 5 per 1,000, a figure 
that leaves United States statistics still some 3 
per 1,000 higher than those of a theoretically 
comparable country. 

Bear in mind again that this difference lies 
largely in the yardstick rather than in the cem- 
etery. The United States is handicapped by a 
large negro population, existing as a poor ma- 
ternal risk because of contracted pelves due to 
rickets, to the poor general state of hygiene and 
to the incidence of venereal disease, always high 
in the colored race. Compare the figures that 
show that in 1921 among the whites the maternal 
mortality was 6.6 per 1,000, and among the ne- 
groes 10.8 per 1,000. 

Another item of distortion for American mor- 
tality statistics lies in the fact that statisticians 
in Washington fail to differentiate between 
deaths from natural confinements and deaths 
from abortion, of which in this country a great 
number is performed. Many women attempt to 
perform abortions upon themselves, involving a 
hazard equivalent to suicide. 

Even when the operation is at the hands of 
either law-breaking physicians or midwives, the 
hazard is scarcely lessened. 

Dr. Julius Levy (American Medicine, June, 
1934), director of the Division of Child Hy- 
giene of the Newark Health Department, inves- 
tigated all maternal’deaths in Newark in 1924, 
1927 and 1928, and came to the conclusion that 
in the cases he investigated, abortions caused the 
maternal deaths in 20 per cent. of all cases of 
maternal deaths and in 60 per cent. of those 
dying within the first six months of pregnancy. 
These figures are startling and show us the value- 
lessness of our present methods of recording ma- 
ternal deaths, as these deaths do not form any 
part of the normal hazard of giving birth to 
children and should be tabulated separately. A 
legitimate practitioner does not perform abor- 
tions except in a small minority of cases where 
it is necessary to save the mother’s life, when it 
becomes legal to do so. An abortion is per- 
formed only after a consultation with a reputable 
physician who concurs in the fact that such an 
operation is imperative in order to save the 
mother’s life. To saddle the medical profession 
with the blame for mortality from operations 
done by the patient herself or the outlaws of the 
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profession is manifestly unjust. Dr. Dorothy 
Reed Mendenhall in another investigation showed 
that in 1927, 1,256 maternal deaths occurred in 
seven states investigated, and 299 of these deaths 
or approximately 25 per cent. were due to abor- 
tions. A proper correction of our maternal mor- 
tality rate would show that while it is not the 
lowest in the world, it is less than the average 
of all countries. 

The lowest rate seems to be in the Scandi- 
navian countries, and because abnormal cases are 
extremely rare, and the women thus are better 
risks. A contracted pelvis in those countries is 
most exceptional. Operations become unneces- 
sary. Pain is less. Shock is less, recovery be- 
ing uneventful. Any operation has a certain ele- 
ment of risk. 

Page 25 of the U. S. Department of Labor 
Bulletin entitled “Maternal Mortality” admits 
that no distinction is drawn between deaths from 
septic full term confinements and deaths from 
infected abortions. 

The medical profession is striving in every 
way to reduce the maternal mortality rate to as 
near zero as possible. This can be brought about 
only with the cooperation of the patient classified 
as good, fair and poor risks. Good risks are 
normal healthy women and have uncomplicated 
confinements even if confined by midwives. Most 
American midwives have a training far inferior 
to that of European midwives. Especially the 
negro midwives have no scientific training what- 
soever. The untrained midwife is another factor 
swelling our maternal mortality statistics. 

Fair risks may frequently be converted into 
good risks by prenatal care. Heart trouble, kid- 
ney trouble, diabetes, and venereal disease may 
all be much mitigated before delivery. These 
cases are well taken care of by any good general 
practitioner who has supplemented his medical 
education by a few months of obstetrical train- 
ing in a hospital. Midwives should never touch 
such cases. 

The poor risk should be diagnosed early in 
pregnancy by the general practitioner, and 
promptly referred to a specialist if necessary. 
These cases include marked degrees of contracted 
pelvis, probably requiring a Cesarean operation 
(slight degrees of contracted pelvis are very fre- 
quent and are properly handled by the general 
practitioner), toxemias when severe enough to 
threaten eclampsia, and certain hemorrhagic con- 
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ditions readily recognized by any good practi- 
tioner. 

American methods of gathering statistics are 
largely to blame for our supposedly high rate of 
maternal mortality. The family physician han- 
dies the majority of confinements, and handles 
them well, and is almost invariably underpaid. In 
most cases, the physician’s fee is well within the 
people’s means, is very moderate, and usually the 
physician is able to collect only part of his fee, 
or none of it. Many physicians refuse confine- 
ments on account of the smallness of the fee 
charged by their competitors, in no way com- 
mensurate with the work or responsibility in- 
volved. A confinement should be considered 
equivalent in responsibility to an appendix op- 
eration. Small fee does not excuse careless work 
upon the part of the obstetrician, but it might 
cause some of our better trained men to refuse 
cases. 

The New York Obstetrical Society disagrees 
with the report of the New York Academy of 
Medicine. It would have been wiser for the 


Academy of Medicine to have made constructive 
suggestions for lowering the mortality rate, 


rather than destructive criticism. Why was the 
report sent to the lay press? The Academy 
should have issued a booklet to the members of 
the medical profession, giving recommendations 
such as: 

1, Proper prenatal care. 

2. Proper aseptic technique. 

3. Avoidance of meddlesome obstetrics. In- 
strumental deliveries not to be performed un- 
necessarily. 

4. The dangers in the use of pituitrin. 

It will be noted by the reader that the ma- 
ternal mortality of New York City, in the re- 
port, is 5 to 1,000, while in the country at large 
it is 7 to 1,000. New York City, in spite of 
the severe criticism given in the report, com- 
pares favorably with most European cities. 

The conscientious physician welcomes con- 
structive criticism so that the maternal death 
tate would be lowered to an irreducible mini- 
mum (a certain number of deaths will always 
be inevitable because of a definite hazard in 
bearing children, especially in instrumental cases. 
The prospective mothers should engage the fam- 
ily physician with confidence, instead of being 
frightened away from him, to the large medical 
centers, already monopolizing too much practice. 
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There is no criticism of the manner in which 
obstetrical cases are conducted in the large hos- 
pitals. The aseptic technique and skill are above 
criticism. 





DOCTOR, GO TO THE POLLS AND 
VOTE ON NOV. 6—TABOO PARTY 
POLITICS 
THE BuLk or THE Doctor’s Wors ArE Eco- 

NoMIC—MAkeE Your CHOICE BETWEEN THE 

CanpDIDATE WHO Is Wrone Boro Econom- 

ICALLY AND SCIENTIFICALLY AND THE CANDI- 

DATE WuHo WILL Ricut THESE Wronas— 

CHANGE UNBEARABLE CONDITIONS 

Every physician in the State of Illinois must 
go to the polls and vote on Nov. 6, or else hold 
himself largely responsible for and absolutely 
devoid of a right to protest against economic 
conditions entailing little less than menacing 
servitude of the medical profession. 

Even if a man fails to agree with all the tenets 
and policies of former President Coolidge, there 
can be no dissension from Mr. Coolidge’s clearly 
expressed dogma that: 

“Every voter ought not merely to vote, but to 
vote under the inspiration of a high purpose to 
serve the nation.” 

The voice of the ballot is almost as loud as 
the stentorian tones of that good old-fashioned 
medium, “Spot cash.” For spot cash, or ready 
money, can purchase almost any of the neces- 
sities of life, and “necessities of live” savour of 
the great mirage in the homes of far too large 
a percentage of practicing physicians today. 
Hither their practice is being taken out of their 
hands by lay institutions and endowed founda- 
tions practicing medicine or, if they have kept 
even a small remnant of practice, the patients 
are unable to pay. World-wide as is the depres- 
sion today, sharp as is the pinch upon the purse 
of every citizen, the doctor’s pocketbook began 
to get this squeeze acutely at least fifteen years 
ago. Despite the danger that was pointed out 
in the columns of this periodical, despite the 
diagnosis that the trouble lay rooted in a social- 
istic infection spread by politics and political 
contacts, and that the one panacea lay in the 
ballot box, thousands of physicians disregarded 
the simple remedy for a raucous ill. 

Again the Editor of this JouRNAL asks, aye, 
even entreats his brothers in medicine to stop, 
look and listen to where this trend is leading. 
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Economists admit that we are passing through 
one of the greatest crises in the history of civil- 
ization. So far it has been kept chained within 
the limits of economics, but those who are 
weather wise are dreading the hour when, if 
unchecked, the debauch of degeneration shall 
send its lesions into the very heart of science 
and of culture. The footprints in the trail are 
already marked only too plainly in the fields of 
the fluid sciences of which medicine is at once 
the sacrifice and the sacrificer. 

What every doctor should do and do without 
hesitation is to discover which men among the 
hundreds striving to be elected as government 
of the country are the men who stand for Amer- 
icanism; who are patriots first and politicians 
afterwards. 

This is the time, as never before, when elec- 
tions demand not party politics but patriots of 
the people. 

The United States of America founded its 
Constitution, owes its birth to the principles of 
liberty, as well as to community justice. It has 


become the habit with fine phrasers to substi- 
tute the word “communist” for “community” 
and “party” for patriot.” 


When the doctors of this country get down 
to brass tacks and weigh in the balance whether 
it is better to spend a little thought on politics 
and less on protest, more on citizenship and less 
on complaint over spilled milk, the answer will 
be easy to dozens of problems confronting the 
doctors today. 

Try it during the next fortnight. Find out 
who is running for office in your town, your 
county, your state, your country. Discover the 
attitude of these candidates towards these prob- 
lems besetting humanity with which the physi- 
cian must cope every day of his life. Decide 
upon the man who can best serve the purpose 
of the ideals of organized, scientific, self-sacri- 
ficing medicine, and let your ballot do the rest. 





“THE RIGHT TO VOTE IS MORE 
THAN A DUTY, IT IS A 
PRIVILEGE” 


WHERE MEDICINE Is CONCERNED, IT BEGINS TO 
Loox As Ir THE Doctors Must EITHER 
VoTe ror ComMMUNITY RIGutTs oR ELSE 
Br SuNK BY COMMUNISTIC WRONGS 

Again the job of voting confronts us at the 
election November 6. 
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Must the physicians of the land spend even 
more money, and more time, to discover that 
neither they nor their profession can compete 
with practical and practicing politicians? When 
will they learn the importance of paying more 
attention to election day—every man with an 
“M.D.” at the end of his name who calmly sits 
back now and lets the country be run by those 
who are not “too busy to bother” with the 
ballot ? 

What economic self-preservation the medical 
profession has been able to achieve has not ac- 
crued from any devotion to citizenship duties, 
but because of the respect in which, even in this 
topsyturvy day, the average citizen, still holds 
the medical profession. Of course this same 
“Mr. Average Citizen” through endowed foun- 
dations is only too often trying to practice med- 
icine himself—but—even so. 

If the doctors of Illinois would attend ever so 
slightly to their personal citizenship duties— 
which is a task involving their personal partici- 
pation in all elections—the result would be a 
near-panacea for a multitude of civic ills, that 
are insidiously near to eating at the very core of 
the essence of civilization. 

It is no longer a question of a man’s “getting” 
or “not getting into politics.” Medical men 
must ery “Checkmate” to politics. For the poli- 
ticians of the country have already grabbed hold 
of the very tail of the medical profession, and 
are literally swinging this august body of men 
about with as little ceremony as if it were a 
yellow dog! 

Blinking at facts is useless. The entire trend 
and achievements of legislation in the past 
twenty years show how medicine is made the 
pawn of politics. In another twenty years the 
medical profession will find itself throttled and 
altogether ham-strung unless it awakens speedily 
to the situation. Nor does “waking up” mean 
that any man can do this deed vicariously. The 
situation is up to the individual physicians of 
the land. Every doctor must get to the polling 
place. 

Each doctor must doff his toga of science suf- 
ficiently long to discover what is going on be- 
fore it goes so far as to give him and his pro- 
fession, and par consequence, the public health 
and the virility of civilization—a knock-out blow. 
Just as soon as physicians enter the actual arena 
of politics and lend their professional support 
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to those ethical lawyers and clergymen who are 
accomplishing a brave futility in the effort of 
getting politicians out of politics, there will be 
the requisite essential change in conditions for 
restabilizing foundations of the world’s greatest 
democracy and even of civilization itself. 

Well has it been said that the policies of one 
set of politicians are in force so long as “fifty 
and one-tenth per cent. of the votes are cast 
for those politicians, and the opposite policies 
are in force when one voter in a thousand 
changes his mind. It is on such extremely slight 
changes as these that often hangs success in any 
political field.” 

Even now, hobbled by the almost ubiquitous 
lethargy with which the average physician re- 
gards elections, candidates and the entire sys- 
tem of democratic government—physicians have 
far more influence than they suspect with mem- 
bers of law-making bodies. 

Wide knowledge, good judgment, public spirit 
and the gift of vision are sine quo non with 
every successful man of medicine. Physicians 
everywhere should realize the imminent neces- 
sity for their stating to the public as well as 
to law-makers, not only the ideals of the pro- 
fession, but the arguments for adoption of these 
ideals and their absolute bearing upon the health 
and the wealth of every country. This setting 
forth of principles should, if indicated, be also 
a going forth to war for the right—a defense 
of medical ideals and of the country itself. 

Everybody, everywhere may not agree with 
some of the ideas and dicta of ex-President Cool- 
idge. But every sane minded individual, any- 
where, must coincide with these assertions of 
the nation’s chief executive: 

“Many of the founders of our government 
gave all their wealth and their lives for the 
right of franchise. 

“The right of franchise is the right to vote. 

“It is the most valuable heritage the Ameri- 
can people have. 

“The right to vote is more than a privilege. 

“It is a duty. 

“Our government will continue to give us the 
opportunity for independence and freedom only 
if we do our duty towards the government. 

“Our duty is to go to the polls and vote in- 
telligently. 

“It is our duty to see that each member of 
our family, who is qualified, votes. 
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“It is our duty to know the records of the 
candidates. 

“To some of them you will entrust your lib- 
erty and the protection of your property.” 

Again are the physicians of the country be- 
sought to take heed of the electoral situation. 





YOU MAY NOT BE INTERESTED IN 
POLITICS, BUT POLITICS IS IN- 
TERESTED IN YOU 

In Its MANAGEMENT OF PuBLic Business PoL- 

Irics Grips Every Man’s Contract WITH 
SocIETY AND WITH THE GOVERNMENT — 
PuysicIANs CANNOT AFFORD TO IGNORE 
Poxitics, For Poritics WiLL Nor Ie- 
NORE THEM—THE QUALITY OF POLI- 
tTIcs DEPENDS UPON THE DEGREE 
oF Pustic INTEREST IN IT 


Party politics must go under the hammer and 
go now. Physicians of Illinois must make count 
their influence for requisite legislation through 
the results of the next election. 

There is no time to waste, elections hang over 
our heads. November 6 is a day of destiny. The 
voice of the candidate is heard in the land. So 
the vote of the physician must be cast for those 
candidates who will lend an ear to the profession 
as to matters affecting the medical profession 
and its dependent, the public health and welfare. 

Ballots talk. More effective than all other 
oratory is the count at the polls. Let the phy- 
sicians of Illinois show that this gift of electoral 
eloquence is not denied them by making them- 
selves heard at election day. 

The times demand that patriotism supersede 
partisanship. What alliance each candidate for 
any office has made with the insidious red propa- 
ganda springing up stout as purslane all over 
the land, each and every doctor should discover 
without any delay and judge his voting accord- 
ingly. 

Doctors who think that they can dodge the 
perhaps tedious, but admittedly necessary task 
of becoming interested to the point of personal 
exertion in the government of the United States 
are mistaken. The rule holds that a man must 
govern his house or be governed. Apathetic 
physicians who are willing to submit to the des- 
potism of money-grabbing, wire-pulling politi- 
cians may find food for thought and spur to 
action on November 6 in this quotation: 

“There is no escaping politics. It has a bear- 
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ing on almost every human interest. A doctor 
may not be ‘interested in politics,’ but politics 
is interested in him. In its management of pub- 
lic business it grips every man’s contact with 
society and with the government. 

“It is impossible to be born or to die, to marry 
or to be divorced, without politics having to do 
with the matter. Every tax you pay, the smooth 
streets and the good roads, the public schools, the 
fire department, the health department, the water 
you drink, asylums, courts, custom houses, jails 
and penitentiaries, the police, the post office, 
every law and ordinance—all spring from gov- 
ernment, government springs from parties, and 
parties are is politics. 

“The people can not afford to quit politics, for 
politics will not quit them. The quality of the 
politics depends upon the degree of the public’s 
interest in it.” 

But the people can quit the parties and should 
quit any party whose candidate does not stand 
for the people’s principles. 

What better, plainer plea can be made the 
physician and at this crucial moment. 

Remember election day, November 6. 

As a guide to the voting physician let informa- 
tion be given on the following general principles, 
of interest equally to the medical profession and 
the general public. 

We have too many laws, and too large a tax 
levy. 

Living expense and taxes will be lowered as 
soon as hundreds of over-priced, interfering, re- 
cently adopted and unnecessary laws are done 
away with. America is mortally ill from a 
plague of laws and thousands of Bureaus trying 
to regiment all our industries as well as the life 
of the private individual This evil is maintained 
at an annual cost per capita of $91, and of about 
$350 per family. One out of every five people 
in the United States who are over sixteen years 
of age, and who are gainfully employed, is on the 
public payroll. In the last few years this ratio 
has risen from one out of every 1,000. 

There are 20 million employees on the public 
payroll according to the estimates of census 
statisticians. This places an office-holder or 
“tax-consumer”’ on the backs of every two taz- 
producers. Exclusive of pensioners there are 
millions of public servants whose pay comes from 
the ever increasing taxes. A large proportion 
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of this number is engaged in the administration 
and execution of superfluous statutes. 

A similar situation crushed France and pro- 
duced the French revolution. It was the bane 
and damnation of Germany. 

“Americans are now compelled by law to do, 
and prohibited by law from doing, more things 
than were the citizens of autocratic Europe be- 
fore the war.” 

We are the victims of a paternalistic regime 
that will eventually enslave and bankrupt the 
country. The cost of government has become 
unbearable. Too many functions of local and 
of state governments are being controlled by 
hidden bureaus in Washington. There is more 
power exercised today in these bureaus by un- 
known “experts,” political appointees of whis- 
pering propaganda, than by the courts them- 
selves. 

Centralization of government, bureaucracy, 
state subsidies and autocratic control are a poig- 
nant menace, and a fatal growth. 

Bureaucracy is a curse wherever inaugurated. 
In the management of medical affairs it is fatal. 
Germany stood at the pinnacle of medical 
achievement thirty years ago. Under bureau- 
cratically administered state medicine, Germany 
has come to have the worst medical service in 
the world and the poorest care for the health of 
the people. It will be ruinous to the health and 
welfare of the United States if this system is 
adopted in this country. 

Before the coming legislature and convening 
Congress there will be presented many bills, at- 
tempting to regulate incompetently the practice 
of medicine and needlessly to increase taxation. 
Many of these bills will provide for the licens- 
ing to practice medicine, of uneducated and im- 
properly equipped men and women. 

We ask no especial favors for doctors, but we 
believe in a single standard of education and a 
thorough professional training before a man or 
woman can be licensed to practice the healing 
art or to diagnose disease. 

Persons who seek a license to treat human ail- 
ment in the State of Illinois should know how 
to make a diagnosis of disease which is essential 
for the conservation of the public health. 

There should be no side door short cuts to the 
practice of the treatment of disease in this State. 

Don’t vote for any man unless you know his 
attitude towards medical legislation designed to 
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increase taxes and to medical legislation in- 
tended to safeguard your health and that of 
your neighbors and fellow citizens. 





BEFORE ELECTION DON’T FAIL TO 
CONTACT CANDIDATES FOR OF- 
FICE BOTH LOCAL AND 
NATIONAL 


Does anybody with even a modicum of knowl- 
edge of the average American physicians’ char- 
acter believe they can be cut and squared to the 
Soviet pattern ? 

What are the politicians going to do about it? 
What are they trying to do? It is positively ap- 
parent that no small factor in the physician’s re- 
taining his independent status will be his active 
interest in civic affairs. Public welfare demands 
that his voice be heard. Without further delay 
interview the candidates for office along the fol- 
lowing lines: 

“Ts the man who is asking for your vote in 
favor of government medicine, government own- 


ership, government banking, government med- 
dling, government regimentation under a bu- 


reaucracy, or for a minimum of government in 
business, with individual opportunity and free- 
dom from tyrannical rule by government depart- 
ments and bureaus? Is he for confiscation by 
taxation, redistribution by demagogues, or for 
an opportunity for everybody and anybody to 
accumulate honestly and without special priv- 
ilege, to work for themselves as well as for the 
politician and the taxgatherer? Is he for free 
speech and free criticism of public officials whose 
acts, in his opinion, call for criticism? These 
questions are American, not partisan. They 
must be considered and decided by Democrats 
and Republicans alike.” 

Liberty is not worth much if it does not in- 
sure economic liberty. Slaves once toiled and 
died under the flag of freedom; black slaves. 
Today their place, under the same flag, can be 
taken by the economic slave. 

What will it profit the politicians at Wash- 
ington who are juggling the destiny of the med- 
ical profession and the American people into 
regimentation and make of us all mere pawns 
of national government dictation ? 

Doctors of America, when medicine is in- 
volved, are not republicans or democrats. They 








EDITORIALS 307 


are first doctors with full knowledge of what 
service to sick people means. They have com- 
plete knowledge of what the needs are; they 
have given much thought and study to the sub- 
ject of State Medicine. They are thoroughly 
familiar with what has happened in many coun- 
tries in Europe where various systems of state 
medicine have been in operation for years and 
have finally failed. 

Let every doctor in Illinois be represented in 
public thinking. See the candidates in your dis- 
trict now. That you make contact with candi- 
dates and express your opinions on medical prob- 
lems is of the greatest importance. 





THE MOST WORTHWHILE DOCTOR 
IS ONE WHO REALIZES THAT 
HE IS AN ESSENTIAL COG 
IN THE GREAT MEDICAL 
ORGANIZATION 


Under present conditions no doctor can hope 
to succeed by considering himself only. Progress 
and integrity in medical practice can be brought 
about only by constant consideration of the im- 
portance and necessity of working in unison. 

If physicians will only keep in mind the fact 
that whatever contributes towards the success of 
the profession as a profession adds to individual 
welfare, we will prosper individually as the pro- 
fession grows in numbers and influence. To win 
and to retain the confidence of the people is an 
advantage both to the individual and to the or- 
ganization. 

The most worth while doctor today is one who 
realizes that he is an essential cog in the great 
medical organization and that individual success 
depends largely on the success of the profession 
as a whole. “The whole is greater than the part.” 

It is time for the medical profession to realize 
that an era of professional prosperity awaits only 
the recognition on the part of physicians both in- 
dividually and collectively, that the people will 
trust and respect only those who respect and 
trust each other, and that to a like degree. Con- 
fidence and respect for medicine itself by those 
who practice it, and more, tolerance for fellow 
workers is the keynote to success in present day 
practice of medicine. 

IN UNION THERE IS STRENGTH. 
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DOCTORS, DENTISTS AND DRUG- 
GISTS A FORMIDABLE POLIT- 
ICAL POWER 

There are in round numbers 170,000 physi- 
cians, 50,000 dentists and 60,000 drug stores in 
the United States. In the latter instance there 
are approximately three druggists for every drug 
store, making a total of 180,000 druggists. These 
professions, if properly organized and directed 
and working cohesively, can be made the great- 
est factor for good in the country. No legisla- 
tion inimical to the best interests of the public 
and the professions named could be placed on 
the statute books with this organization working 
coherently. Not a home in the State or Nation 
that is not reached by some Doctor during the 
course of the year; perhaps not an individual in 
the Nation who is not met face to face and en- 
gaged in personal conversation by one of the 
three professions in a given twelve months. 

What a power if organized would be the doc- 
tors, dentists and druggists of the United States 
in combating medicinizing socialization schemes. 
regimentation of the profession, government dic- 
tation and practice of medicine, government in 
every kind of business and profession, schemes for 
health centers, clinics, compensation laws, health 
insurance, Sheppard-Towner Maternity Acts and 
in heading off Federal interference in medical 
practice by such menaces as the regrettable ma- 
ternity bill and the other fifty-seven varieties of 
attempts to bring about State Medicine. 


EVERY ONE OUT OF EVERY FOUR PER- 
SONS ARE IN WHOLE OR IN PART 
ON GOVERNMENT SUPPORT 

According to the Tribune press service one out 
of every four persons in this country is in whole 
or in part dependent on government support in 
relief, subsidies or salaries. 

“Our per capita federal indebtedness is now 
$214,” the bank declares. “The aggregate pub- 
lic debt, including federal, state, county and mu- 
nicipal, is approximately 43 billion dollars, or 
$344 per capita. In 1913, this overall public 
debt was only $50 per capita. 

“Tt is time to give serious consideration to the 
following facts: In the twenty years from 1913 
to 1933, on a per capita basis, taxes have in- 
creased 200 per cent., governmental costs have 
increased 300 per cent., the public debt has in- 
creased 600 per cent. and income has decreased 
? per cent.” 
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MEDICAL ECONOMICS AND MEDICAL 
ETHICS 

The problem of Medical Economics is a part 
of our whole economic problem and any attempt 
to separate it from the whole economic and social 
problem leads us at once into difficulty. Every 
attempt to set any fundamental difference has 
failed, and those individuals in the past few 
years, especially just preceding the depression 
and even the few who yet assume that the prac- 
tice of medicine should be partially or wholly so- 
cialized, and who thought that this could be ac- 
complished as a separate economic and social 
unit must, at last, begin to see clearly that so- 
cialization of one unit is not possible without it 
having a definite tendency to socialize all of the 
other units in our social and economic structure. 
If we are to develop in the human race the 
thought that they have the right to nibble at the 
public crib for any one part of the necessities of 
life of which medical care is certainly one, we 
can not expect them not to assume their right to 
reach for total subsistence at that crib. The 
chocolate-coated interpretation that medical serv- 
ice belongs to a separate unit because it is more 
humanitarian than other units of our social and 
economic structure is an awkward argument be- 
cause food, clothing, and shelter are just as 
necessary from the humanitarian point of view, 
and may even be more so in that the lacking of 
them may be a leading factor in the production 
of disease. 

If the press of the country are against the New 
Deal in this tendency to social legislation they 
should come to the aid of the profession in their 
fight against socialization of medicine, and also 
lend their vigorous support to the maintenance 
of the highest standard of Medical Ethics. 

The ethics of every profession and every busi- 
ness must be safeguarded; first by that profes- 
sion or business itself, and then by public sup- 
port, just as the freedom of press must be upheld 
by public demand. 

There would be few economic problems in 
medicine if the highest standard of Medical 
Ethics could be maintained. The major portion 
of our economic problems are the direct out- 
growth of the drifting away from the high stand- 
ard of ethics by the members of the profession 
themselves. There are many factors which have 
contributed to this. 
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The growth of our country beginning about 
1812 from almost an entirely agricultural coun- 
try to the highest industrialized nation has made 
it almost necessary for certain changes to take 
place in the practice of medicine in various lo- 
calities throughout the country. That some of 
these outgrowths are actually necessities cannot 
be denied, and that many of them have grown 
into pernicious evils is also evident. I think that 
we are all willing to admit this growth has been 
gradual, but at all times progressive. This in- 
cludes the development of contract practice in 
its various forms, insurance practice in its vari- 
ous forms and the development of clinics, charity 
in the form of part paid institutions, and dis- 
pensaries of various types. In this series of 
changes there has been the gradual tendency to 
get out of line with the highest ethics of the pro- 
fession. It is only natural that every individual 
approaches the matter of ethics from a viewpoint 
somewhat of his own and it is quite likely to be 
somewhat selfish. While this affects only a smal! 
portion of the profession it has had a tendency 
to create changes in medical practice that seem 
difficult of solution at the present time. The 
solution of our problems in Medical Economics. 
while covering many intricate factors, may be 
said to depend largely upon the maintenance of 
our highest standard ethics, and better organiza- 
tion in the medical profession, and also by a bet- 
ter educational program to the public that they 
may realize the importance of maintaining the 
high standard of Medical Ethics and also the 
importance of not allowing the socialization of 
medicine to occur because it will only be the 
forerunner of other forms of social legislation 
that will be equally injurious to the general wel- 
fare of the public. 

Dr. R. K. Packard, Chairman of Council of 

Illinois State Medical Society. 





A GOOD DIAGNOSTICIAN 


An inquisitive small boy was watching an old colored 
woman trying to put her baby to sleep. 

“Auntie,” said he, “did you raise that baby on the 
bottle ?” 

The old woman replied: “Yes, I raised dis chile on 
de bottle.” 

The little boy thought deeply for some minutes, and 
then he remarked: “Auntie, wasn’t it an ink bottle?” 
—Exchange. 
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Correspondence 


THE DOCTOR AND HIS POLITICS 

The “New Deal” has probably created more 
profound public interest than any other peace- 
time venture in the history of this nation. Many 
people believe that Washington is saddling upon 
the nation a lot of strange, new, untried theories 
plucked full fledged from the fertile imagination 
of a small clique of academic minds. 

If such things could be photographed you 
would see in the New Deal program a perfect 
picture of what political leaders believe, and with 
good reason, was formulated in the composite 
public mind. Politicians never create. They 
always crystallize. Their business is to discover 
dominant currents of public thought and trans- 
late them into law and practice. 

If Congress or the State legislative bodies 
were mirrors you would see reflected the perfect 
working of the public mind. When minority 
opinion prevails it reflects inertia and indiffer- 
ence in the majority. In their home districts 
where votes are cast, politicians are superlative 
listeners, the best and most sensitive in the 
world. 

For this reason physicians are in a peculiarly 
strategic position to exercise an important and 
usually a determining influence in the character 
and trend of legislation, particularly on matters 
relating to medicine. As a political force, the 
organized medical profession does not claim great 
power and could not very well be otherwise. As 
individuals the physicians can and should be 
powerful factors in those political matters which 
influence the practice of medicine from the stand- 
point of patient, public, and doctor. 

We are on the eve of an election. In Novem- 
ber will be returned to Springfield every mem- 
ber of the lower house and one-half of the Senate. 
All Congressmen must stand for election. 

In order to exercise his right of franchise in- 
telligently and to perform his duty to himself 
and community every physician in Illinois should 
make it a point to meet and get acquainted with 
every candidate for the State and national leg- 
islatures. He should communicate to these can- 
didates his opinions concerning medical matters 
that are apt to be up for legislative considera- 
tion. A ten minute chat with a candidate prior 
to election and under favorable circumstances 
is worth more in moulding his attitude on leg- 
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islative matters than a dozen delegations of lob- 
byists after the General Assembly convenes. 

Physicians are intimately acquainted with 
many people. This gives to them a particu- 
larly advantageous approach to political leaders. 
By using this advantage the physician can ob- 
tain a sympathetic hearing that will have a 
powerful influence over the crystallization of 
thought in the minds of legislators. 

Your Legislative Committee wishes to urge 
upon you the duty and responsibility that is 
yours in respect to political matters. How or 
for whom you vote is relatively unimportant 
so far as party alignment is concerned. Your 
political faith, so far as parties are concerned, is 
a matter of indifference to your Committee. 
That you make contact with candidates and ex- 
press your opinions on medical problems is of 
the greatest importance, however. 

Moulding legislative thought by contact with 
candidates is an opportunity, a privilege, and 
a duty of every physician. In this way he can 
do important constructive service in building 
the governmental structure on a sane, firm foun- 


dation. Criticizing politicians and bewailing 


government activity after new laws have been 
enacted is the poorest way known to correct 
undesirable trends much less to prevent evil leg- 
islation. 


Get your picture in the legislative mirror! 
Let every doctor in Illinois be represented in the 
public thinking. See the candidates in your dis- 
trict now. The Chairman of your Legislative 
Committee will, upon request, furnish you with 
the names and addresses of the nominees in your 
district for the Legislature and Congress. 

Physicians as well as the public are aware of 
the many articles appearing in the daily press 
and current periodicals advocating the subsidiz- 
ing of the medical profession, one of the most 
recent being “A Plea for Socialized Medicine,” 
in the September issue of “Mercury,” written by 
George W. Aspinwall, which the editor says is 
the pen name of an eminent New York phy- 
sician. Silence and apathy on the part of the 
individual physician to such propaganda will be 
construed by the lawmakers as an approval of 
the medical profession. 


Yours very truly, 
J. R. Neat, M. D., 
Chairman Legislative Committee. 


October, 1934 


AN EDITOR ERRS 


In the August issue of the ILLINOIS Mepicar, 
JOURNAL there appears a rather vituperative edi- 
torial whose theme is the report of our Com- 
mittee on Economics. The brunt of the attack 
is directed against Mr. Sinai, director of study, 
and spreads out into an attack on the Michigan 
State Medical Society and the University of 
Michigan. 

Mildly we call attention to the breach of 
ethics involved in one unit of organized medi- 
cine making, through its official publication, 
such a vicious attack on another unit, especially 
at a time when if ever organized medicine 
should pull together. More emphatically Michi- 
gan resents the report of the Committee on 
Economics being styled “Sinai’s Health Scheme.” 
It resents for Mr. Sinai the suggestion that he 
is controlled by the Milbank Fund, and that 
somehow he has managed to insinuate himself 
into a position of control of not only the Medical 
Economics Committee, but the Michigan State 
Medical Society. The acceptance of this as a 
fact, or as even a partial fact, would place the 
members of the Economics Committee in the 
position of being either mentally incompetent or 
figureheads and our House of Delegates as 
acquiescent. Our Committee on Economics un- 
questionably represents as high a grade of men- 
tality as is to be found in the Michigan pro- 
fession or in any other state. Naturally they 
required a director of study but at all times 
The Committee dominated the situation. 

We do not at all object to a criticism of the 
plan. It would be equally proper to question 
the basic facts as presented, certain though we 
are that they can be substantiated. Doctor 
Whalen should know that the plan as presented 
has not been accepted by the Michigan State 
Medical Society. It will be presented to the 
House of Delegates as this JouRNAL goes to press. 
There is a difference of opinion among the pro- 
fession of Michigan as to the advisability of plac- 
ing this plan in operation. There is a question 
in the minds of some of us as to whether the 
plan is practical, but the point is that with great 
sincerity and with the free expenditure of Society 
funds, Michigan has attempted to do a bit of 
constructive work. The evidence is conclusive 
that Michigan has had the vision to foresee com- 
ing events. We would wish that other states 
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might do a similar bit of research if only to 
serve as controls of Michigan’s results. 

There is an old adage that people in glass 
houses should not throw stones. Michigan is 
proud of the cleanliness of its profession. We 
are pleased that we remain singularly free from 
the type of medical practice which is prevalent 
in states which, like Michigan, have a large cen- 
ter of population. Rank commercialism by groups 
and individuals with exploitation through the 
newspapers is now, and has been, rare in Mich- 
igan, not unheard of it is true, but perhaps less 
at this period when other states are having a 
great increase in this sort of thing, than at any 
time in Michigan’s history. 

B. R. Corpus. 





THE INSURANCE COMPANY PROBLEM 
Chicago, Sept. 27, 1934. 
To the Editor: 

In the August 4 Bulletin of the Chicago Med- 
ical Scciety the article “Fees from Insurance 
Companies,” by Leslie W. Beebe, is so interest- 
ing that every physician should read it. I have 
personally known of a number of physicians who 
have accepted checks from insurance companies 
much reduced from their original charges, under 
the impression that the insurance companies, 
under some law of Employers Liability Compen- 
sation, had a right to fix price schedules. They 
demand certificates of report of patient’s condi- 
tion, without any recompense for such time con- 
suming, record scanning effort. But I wish to 
especially point out the fact that I claim a pri- 
ority of a similar occurrence. I contributed an 
article to the In~ttno1Is MeEpicaL JourNAL, but 
to my great surprise on looking for the JouRNAL 
it was lost. I had also forgotten the exact title, 
the month of publication and the year. My 
JOURNAL was lost, but I finally located the arti- 
cle published 21 years ago. How? In the Itt- 
Nois MepicaL JourNAL, 24: 181, 1923, a letter 
entitled “Contract Practice,” dated August 15, 
1913. I treated an employee of Louis Verick who 
was injured. The bill sent to employer was 
turned over to the Standard Accident Insurance 
Company, 175 W. Jackson Blvd., Chicago, III. 
The company sent an agent stating “their fees” 
and offered as payment $35.00. Same was de- 
clined. I ordered the agent out of my office, 
stating that I did not recognize the insurance 
company; my dealings were with the employer. 
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I then informed Verick that I would file suit 
against him, in which case the insurance com- 
pany would have to defend him—that I refused 
to recognize the insurance company and that J 
and not the insurance company put a price 
(within reason) on my labor. Shortly thereafter 
I received a check for full amount of $44.00. I 
have here quoted extracts from the letter. Any- 
one interested may find the whole in the above 
named JOURNAL. 

I had this experience twenty-one years ago, 
and now one lonely doctor—Doctor Leslie W. 
Beebe—had to fight this matter through the 
courts as I assume with considerable expense, 
annoyance, loss of time and a job the Chicago 
Medical Society should have done more than 
twenty-one years ago. And now, in the Sep- 
tember number of the ILLINOIS MEDICAL JouR- 
NAL, on page 213, comes another correspondence 
entitled “Another Chiseling Insurance Com- 
pany,” signed by Ray B. Essick, M.D. May I 
suggest that physicians demand that the various 
medical societies in the State make an investi- 
gation of chiseling insurance companies and scab 
doctors in their employ treating union men em- 
ployees. 

Dr. Jonn Kercuer. 

6850 Dorchester Ave. 





A COMPLIMENT FOR THE JOURNAL 
FROM A CONNOISSEUR OF MED- 
ICAL LITERATURE 

Chicago, Sept. 1, 1934. 
Dear Editor: My reading of European and 
American medical journals dates back fifty-odd 
years. I have never seen an issue so replete with 
valuable information as the August issue of the 
ILLINOIS MEDICAL JOURNAL. 
Congratulations on your efficiency. 
Epwin J. Kun, M. D. 
30 N. Michigan Blvd. 





THE PLAYFUL ASS—BY AESOP 


An ass climbed up to the roof of a building and, frisking 
about there, broke in the tiling. The owner went up after 
him and quickly drove him down, beating him severely with a 
thick wooden cudgel. The ass said, “Why I saw the monkey 
do this very thing yesterday, and you all laughed heartily, as 
if it afforded you very great amusement.” 

Those who do not know their right place must be taught it. 

—Aesop's Fables. 


Therein resides a moral, a lesson, and a guide 
to continued future action for organized medi- 


cine in Indiana. We dare not relent. 
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Still fresh in our memories are the monkey 
activities of a small group of misguided M.D.s 
and uninformed Ph.D.’s, when, backed by five 
million idle dollars seeking notoriety, they pub- 
lished their illusionary book, “The Cost of Med- 
ical Care.” This proposed guinea-pig experi- 
ment in regimenting and socializing the prac- 
tice of medicine failed ingloriously. Manifestly 
not for the public weal and contrary to long-es- 
tablished ethical principles, the profession pre- 
sented an almost united front in opposition. In 
this, Hoosier Medicine played a prominent part. 

Even more recently, last June, a small coterie 
or bloc of Men in White, members of the Amer- 
ican College of Surgeons, exploding prematurely 
in over-distended egoism and unwarranted im- 
portance, broadcast an abortive attempt to fasten 
upon us the many-armed octopus of medical in- 
surance. The repercussions still are rumbling. 
Ninety-eight Indiana members of the College 
have signed a round-robin protest. Other sec- 
tions are being heard from. With Lexington 


and Concord in mind, the rank and file of the 
profession are on the alert, endeavoring to avoid 
surprise from within or without. 

Our own Indiana State Board of Medical Reg- 


istration and Examination has taken a forward 
step in ruling that the administering of an anes- 
thetic is in deed and in fact the practice of med- 
icine, thus correcting an infringement and re- 
storing to the profession their property rights 
as guaranteed by the Constitution of the United 
States. The Attorney General has confirmed 
this decision. Too long have we been educating 
lay persons to carry on duties which rightly be- 
long to and should be performed by those who 
have an especially emphasized training in medi- 
cine. The above principle of property rights 
often is involved in the fields of public health, 
tuberculosis, physiotherapy, rotengenology, path- 
ology, and, perhaps, in corporate and hospital 
practice. 

Last November we elected to represent us in 
our State Legislature a body of men in whom 
we reposed our trust for constructive legislation 
to bring order out of chaos. The record is open 
before us. Too many could not say “no.” Too 
many performed experimental monkey-shines on 
the roof, dislodging the protective tiling, and 
thus exposing their constituents to the ravages 
of a downpouring rain of leftist experiments. 
The Hoosier medical profession must exert its 
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nonpartisan utmost next month to correct this 
situation. We must strengthen every beam and 
support of our professional fabric, otherwise it 
will not be said of us: “And the rain descended, 
and the floods came, and the winds blew, and 
beat upon that héuse; and it fell not, for it was 
founded upon a rock.” 

All of which would be sad. 

October, 1934. 





CATHOLIC HOSPITAL ASSOCIATION 
RESOLUTION 

Excerpts from the Resolutions unanimously adopted 
at the closing meeting of the Catholic Hospital Asso- 
ciation of the United States and Canada at its Nine- 
teenth Annual Convention, Cleveland, Ohio, June 22, 
1934: 

Be It Further Resolved, That this Association again 
hereby proclaim its adherence to the principle that 
medical and hospital practice must rest upon a per- 
sonal relationship between the patient and physician, 
which relationship implies moral obligations; that, 
therefore, under the usual conditions of medical practice 
the patient’s right to choose a physician, qualified le- 
gally, professionally and morally, must not be curtailed; 
that, therefore, this confidential relationship between 
patient and physician be deemed a necessary basis for 
good medical practice; and that finally our hospitals 
commit themselves to the formulation and administra- 
tion of only such hospital policies as are consistent with 
the maintenance of this fundamental personal relation- 
ship. 

Be It Further Resolved, That this Association hereby 
restate its adherence to the principle that the medical 
profession must be recognized as pre-eminent in any 
methods of medical practice and service; that, there- 
fore, the medical profession must be accorded predomi- 
nant influence in the medical activities of all institu- 
tions giving health and sickness care and that, there- 
fore, the hospital members of this Association commit 
themselves to the policy that the rights, duties and 
privileges of the medical profession be considered direc- 
tive and authoritative in hospital science and service. 

Be It Further Resolved, That this Association, while 
it deems a careful and cautious study of the methods 
of affording relief to the low income classes as worthy 
of the fullest encouragement yet hereby again repeats 
its warning previously issued on more than one occa- 
sion against facile and ill considered schemes which 
ignore acceptable basic principles and can not, there- 
fore, but be harmful to society; that it again call atten- 
tion to the danger to the nation’s health and welfare 
arising out of the many projected plans for group hos- 
pitalization, hospitalization insurance and other similar 
schemes through which, in many cases, the commercial 
ambitions of individuals rather than the social and 
economic and hygienic good of national and other social 
groups are furthered. 
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EDUCATIONAL COMMITTEE 
Report for August and September, 1934 


SPEAKERS’ BUREAU: 

20—Programs were arranged for lay organizations, 
including three talks on Sex Hygiene given for 
the men and boys of the Cook County Service 
Bureau for Transients. 

135—Lectures have been scheduled for A Century of 
Progress. These lectures were sponsored by the 
Chicago Medical Society but were arranged 
through the office of the Committee. 
HOME BUREAUS of various counties with the 
supervision of the Extension Department of the 
University of Illinois are undertaking programs 
of education on care of the feet and posture. The 
Committee believes that doctors should be as in- 
terested in the foot problems of the public as in 
their other health problems, and for that reason 
we are cooperating with the Home Bureau in 
sponsoring programs in about ten counties of the 
state. These talks on FEET and POSTURE will 
be given by men particularly interested in ortho- 
pedics. 


PRESS SERVICE: 

774—Articles were sent out in the regular service to 
papers using health column over signature of local 
county medical society. 

40—Releases to newspapers in the monthly health 
article service. 

47—Releases re lectures at Navy Pier sponsored by 
the Chicago Woman’s Club and women physicians 
of Chicago. 

54—Notices to newspapers re Madison County Medical 
Society meeting. 

69—Releases to newspapers of Iroquois County Med- 
icol Society meeting. 

48—Press releases re Perry County Medical Society 


meeting. 

75—Press releases of DeWitt County Medical Society 
meeting. 

109—Releases LaSalle County Medical Society meet- 
ing. 


16—Health articles written and approved by the Com- 
mittee on the following subjects: Some of the 
Dangers of Self-Treatment, The Mosquito Prob- 
lem, Life Begins At Forty or Later, Some Mis- 
taken Beliefs, Self Doctoring, Keeping Fit the 
Year Around, Rheumatism and Rheumatic Heart 
Disease, Diabetes Today, Prepared for School, 
Hay Fever, Hay Fever-Suggestions to Sufferers, 
Role of Infection in Nervous Breakdown, What 
Poison Are You Taking, Epidemic Encephalitis, 
Modern Care of the Physically Handicapped, The 
Pituitary Gland. 

Newspapers are anxious to have the news items of 
medical society meetings and this offers a splendid 
means of keeping organized medicine before the public. 
Such publicity costs nothing and yet develops public 
sentiment. 
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RADIO: 

34—Health talks were given over radio stations WJJD 
and WAAF. Programs will be resumed from sta- 
tion WGN about the first of October. 


LIBRARIES: 

405—Articles were sent to 45 Chicago Branch libraries 
for posting. 

562—Articles were sent to 50 downstate libraries for 
use on bulletin boards. 

9—Health education articles were sent to American 

Red Cross Headquarters, Chicago. 
9—Heailth education articles sent to Central Y.W.C.A., 
Chicago. 

Comments from Librarians Concerning this Service: 

Northwesttown Library, Chicago — “Thank you so 
much for all the interesting literature you have sent to 
us. Our public as well as my staff find them very 
instructive.” 

Mt. Vernon—“We shall be glad to give your articles 
space on our bulletin board. We feel sure that our 
patrons would be interested in reading them.” 

Sycamore—“Please put our library on your mailing 
list to receive the health material you have been sup- 
plying Cook County libraries. We will be glad to re- 
ceive this material as we think our Mothers’ Club can 
make good use of it.” 

Vandalia—“We thank you for the bulletins on scarlet 
fever and measles. They came at an opportune time, 
since both diseases have been prevalent in this section 
for a long time. We shall receive gladly any article, or 
articles, which you may send and file them for use.” 

Sterling—“I appreciate very much the material sent 
us for posting on our bulletin boards and will be very 
glad to be placed on your mailing list to receive material 
regularly. Your service seems to me to be a worthwhile 
help to the community.” 

Broadway Branch, Chicago—“The articles are most 
interesting and timely. They will be useful not only for 
the bulletin board but also for our pamphlet collection. 
I will be glad to have you place us on the mailing list.” 

Oak Park—“We are very grateful for the State Med- 
ical Society articles sent us and will use them on the 
bulletin board. We will be glad to have you place this 
library on your mailing list for these articles.” 

Sherman Park—“I think these short health articles 
are very good and interesting to the laymen and will be 
excellent material to place on our bulletin board. We 
will be very glad to post them at any time. Com- 
munities like these need more simple instruction in 
health and hygiene.” 


CONTACTS: 

Doctor Harriet Day Chandler of Decatur has been ap- 
pointed Chairman of Public Health and Child Hygiene 
of the Illinois Federation of Women’s Clubs. She is 
working with the Educational Committee and is con- 
ferring with the Secretary concerning her plans and 
programs. The Committee will assist her in arranging 
the monthly programs for the District Chairmen of this 
department. 
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Miss McAthur was asked to appear before Super- 
intendent Bogan and all Assistant Superintendents of 
Chicago Schools in the early summer. It is hoped that 
through this effort an opportunity will be given the 
Committee to work more definitely with the schools in 
presenting suitable health programs. Some work has 
been done in the past, this will be enlarged upon. 

During the summer the Committee has been asked 
to explain its methods of work and its program to med- 
ical societies with headquarters at Washington, D. C., 
Wooster, Ohio; Schenectady, New York; and Ames. 
Ta. 

SPECIAL SERVICE TO GROUPS: 

The Committee has assisted the following county 
society secretaries in mimeographing, addressing and 
sending out notices to members: 

Randolph Jackson 

LaSalle Perry 

Jefferson-Hamilton Kankakee 

Bureau Henry 
Livingston Monroe 
Franklin 

The Committee has furnished publicity for meetings 
of the following county medical societies : 

LaSalle Whiteside 

Fulton Jefferson-Hamilton 

Southern Illinois Medical Association 

Chicago Medical Society and its Branches. 

DeWitt Franklin 
Perry Monroe 

Winnebago Randolph 
Jackson McLean 

Madison 

The Committee office has mimeographed all the pro- 
gram material for the Public Health and Child Hygiene 
Chairman of the Illinois Federation of Women’s Clubs. 

Special material has been compiled for members of 
the Woman's Auxiliary. Articles have been copied and 
prepared for publication in the Auxiliary News in the 
Illinois Medical Journal. 

Mimeographed minutes of Board and Annual meeting 
of the Woman’s Auxiliary and list of officers of the 
Auxiliary. 

PACKAGE LIBRARIES to doctors, doctors’ wives, 
university students, and women’s clubs. Some of the 
very small clubs of the state, particularly the young 
mothers’ clubs, are very glad to have the radio talks 
approved by the Committee for use at their meetings. 
These are read by members and take the place of 
speakers. 

SCIENTIFIC SERVICE: 

13—Scientific Programs were arranged for county med- 

ical societies. 

The Committee has been asked to arrange weekly 
or monthly programs for the following scientific 
groups: 

Paris Hospital, Will-Grundy County, Fulton 
County, Rock Island County, LaSalle County. 


The Committee is keeping within its reduced budget 
of $750 a month and hopes to continue to do so although 
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the work has increased and the force of three workers 
has been reduced to two. 
Respectfully submitted, 
Jean McArthur, Secretary, 





SUFFICIENT RADIUM TO PRODUCE RESULTS 
The following resolution was presented by the Execy- 
tive Committee and adopted unanimously by the Amer- 
ican Radium Society, Cleveland Session, June 12, 1934, 
WHEREAS, it has been proven that radium and X-rays, 
when used properly, and in sufficient quantity, is efficient 
in the treatment of cancer in certain locations, and 

WueEreEAS, there is a general fear in the public mind 
from X-ray or radium burns, which because of this fear, 
prevents competent radiologists from using sufficient 
radium or X-ray to produce the best results. 

Be It Resolved that we as radiologists recognize that 
in the treatment of malignant disease, it is often neces- 
sary to carry the treatment on to the extent of producing 
a violent reaction in the surrounding tissues, which may 
cause the skin to peel, and blisters to form, in order 
to give sufficient treatment to overcome the malignant 
disease. We believe, therefore, that it is justifiable to 
produce a second degree radiodermatitis when necessary. 





THE. INDISCRIMINATE USE AND RENTAL 
OF RADIUM 


Resolutions adopted by American Radium Society at 
Annual Meeting, Cleveland, June 12, 1934; also adopted 
by American College of Radiology, June 12, 1934. 

WHEREAS it is now recognized that radium has been 
demonstrated to be of definite value in the treatment of 
disease, and 

WHEREAS some States and many communities in the 
country have little or no radium available, and 

Wuenreas funds are not always available for the pur- 
chase of suitable preparations of radium for use by those 
physicians who are qualified in radium therapy, and 

WHEREAS we recognize that radium is an agent quite 
as potent for doing harm as for doing good when used 
without sufficient skill or training and with the hope of 
protecting the uninformed public from serious and ir- 
reparable injury from improper and insufficient treat- 
ment. 

Be It Resolved that we consider it improper, un- 
ethical and detrimental to the science of Radiology and 
to the good of suffering humanity for commercial labora- 
tories to attempt to give advice or directions as to the 
use of radium in the case of a patient whom the person 
giving that advice has not even had the opportunity to 
examine. In other words, it is just as difficult to give such 
advice and directions as it would be for a surgeon to give 
directions for the use of rented surgical instruments so 
that an untrained physician might attempt an operation. 
Various commercial companies advertise both in the 
Journals and through the mails, medical advice for the 
purpose of making sales or renting radium or radon. 
This places these corporations in the field of practicing 
medicine. 
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Be It Resolved that the same criticism be applied to 
institutions which rent or furnish their radium to those 
members of their Staff or outside of the Staff who are 
unskilled in radium application. 

Resolved that the same criticism applies to many in- 
dividual owners of radium. 

Resolved that we regard the approval of the National 
Board of Radiological Examiners as the minimum 
standard for those assuming the responsibility for using 
radium. We recommend as wide publicity of this 
Board’s existence and approval as is possible to the pub- 
lic, consistent with ethical practices, as the most effec- 
tive safeguard which can be afforded them. 

Resolved that we recommend the refusal of advertis- 
ing matter in National and State Journals when the 
companies concerned are advertising a Medical Con- 
sulting Service or are advertising such service through 
the mails in connection with their sale or rental of 
radium. 

Resolved that we disapprove of any doctor’s acting 
as a Consultant to a commercial company carrying on 
such a campaign of public or private advertising and 
that we consider such an association sufficient grounds 
to warrant disbarment from the approval of the Na- 
tional Board of Radiological Examiners. 

Resolved that we recognize the ethical commercial 
company as a necessity. It is the advertised Consulting 
Service that is at fault. It is recognized that such re- 
strictions on the advertising of a Medical Service will 
in no way hamper properly qualified Radium Therapists 
in obtaining adequate supplies of radium or radon for 
the purposes in which they are qualified to employ it. 

Resolved that we approve an informal Medical Con- 
sultant for the guidance of those commercial companies 
who refrain from advertising such professional service, 
either publicly or privately and that in such case their 
informal Consultant be one approved by the National 
Board of Radiological Examiners. 





ETIOLOGY OF THE 1933 EPIDEMIC OF 
ENCEPHALITIS 


Ralph S. Muckenfuss, St. Louis; Charles Armstrong, 
Washington, D. C., and L. T. Webster, New York 
(Journal A. M. A., Sept. 8, 1934), limit their studies to 
the etiology of encephalitis that occurred in epidemic 
form in the 1933 outbreak. Investigations into the etiol- 
ogy of the 1933 outbreak of encephalitis may be said to 
have begun before the nature of the disease was recog- 
nized or the onset of an epidemic was suspected. A 
number of strains of a virus that seems to be the 
etiologic agent of the 1933 epidemic of encephalitis were 
isolated in two different laboratories. This virus acts 
on monkeys and white mice and is distinct from other 
previously known viruses. The number of strains of 
similar characteristics isolated, and the neutralization of 
the virus by serum of persons convalescent from en- 
cephalitis in this epidemic, but not by the serum of per- 
sons recovered from other diseases, justify the con- 
clusion that it is the etiologic agent of the recent 
epidemic. 


CORRESPONDENCE 315 


EPIDEMIOLOGY OF EPIDEMIC ENCEPHA- 
LITIS, ST. LOUIS TYPE 


In discussing the epidemiology of the St. Louis out- 
break of epidemic encephalitis, J. P. Leake, Washing- 
ton, D. C.; E. K. Musson, Jefferson City, Mo., and H. 
D. Chope, St. Louis (Journal A. M. A., Sept. 8, 1934), 
state that the type of the disease was unlike that in the 
sporadic cases of the Economo disease but very much 
like type B of the Japanese outbreak in 1924, and almost 
exactly like the Paris, IIl., outbreak of 1933. The cases 
were fairly accurately and completely reported. The 
case rate for the entire area was 100 per hundred thou- 
sand—69 per hundred thousand for the city and 212 per 
hundred thousand for the county. There was no predilec- 
tion by sex or race. There was a striking increase in 
both incidence and fatality rates with age. The fatality 
rate was higher in the city than in the county. The in- 
cubation period in different cases showed a variation 
between nine and fourteen days, with possibly wider 
limits. There was a notable rarity of multiple cases in 
the same family and of obvious contagion between cases. 
Between communities the spread was obviously by hu- 
man contagion; but as regards persons, individual sus- 
ceptibility, in which age played a part, appears to be 
more important than contagion. The disease appears to 
be limited seasonally in its typical form. Water supply 


_and milk supply were eliminated as possible mediums of 


transmission. Entomologic experiments with the mos- 
quito as a possible vector were negative. 





PYLORIC OBSTRUCTION 


M. Feldman, Baltimore, observed pyloric obstruction 
in slightly more than 0.01 per cent of all gastro-intes- 
tinal roentgen examinations and in approximately 10 
per cent of all organic lesions involving the pyloroduo- 
denal outlet. Roentgenologically, it is not always pos- 
sible to distinguish between ulcer and carcinoma in 
cases of pyloric obstruction. Gastric dilation and the 
degree of gastric retention cannot be considered an aid 
in the differential diagnosis between ulcer and car- 
cinoma. There is no roentgenologic basis for the as- 
sumption that a dilated stomach is more likely to be 
due to a benign obstructive lesion or that an obstruc- 
tive normal sized stomach may be due to a malignant 
disease. The presence of a tumor mass is an important 
sign of a malignant condition, but this, too, is not 
always demonstrable. The roentgen examination, 
though extremely important in the diagnosis of this 
complication, must be considered together with other 
factors in order to establish the final diagnosis. 





UNNECESSARY LETTER 

“Well,” said a dictatorial man after a long disserta- 
tion during an argument, “that seems to be the general 
impression that prevails among the masses.” 

“T’'ll have you understand, sir, that I am not one 
of the masses.” 

“T know that,” said the other, getting up. “I pre- 
fixed the ‘m’ merely out of consideration for your 
feelings !” 
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TEN YEARS OF PROGRESS IN THE 
TREATMENT OF FRACTURES 


Freveric Jay Corton, M. D., F. A. C. S. 
BOSTON, MASS. 

Mr. President, Members of the Society and 
Guests: I shall undertake to say something 
about ten years of progress in the treatment of 
fractures. 

We have made progress, much as there is to 
do. If we pause to take account of stock, it is 
in no vainglorious mood, but rather to ask our- 
selves how much we are certain of—how much we 


are ready to say is sound doctrine fit to preach 
in highways and byways, how much ephemeral, 


experimental, personal ? 

No one will undervalue sheer personal skill, 
or the advantage of highly specialized entourage, 
but what we must value is a fund of knowledge 
applicable to fracture treatment for the whole 
country. And that is not easy to evaluate or 
to teach in useful form. 

Before coming to changes in the specific 
handling of this, that, or another lesion, let us 
take up briefly several of the broader changes— 
of ten years—not only in technic, but in point 
of view. 

First in consideration, as it is first in fact, is 
the immediate handling of accidents, the ambu- 


lance handling of fractures. That is a matter of 
importance. During the war we learned the 


lesson: “splint them where they lie,” and then 


we forgot it, Only within the last two or three 


years has anything coordinated been done in this 


respect. The Fracture Committee of the Ameri- 


can College of Surgeons, the Red Cross, the 


Highway Commissions have wakened up and we 
are entering on an era in which | think we can 


give better treatment to fractures just after they 
happen. Fractures are happening not only in 
factories but on the highways and all over the 
countryside. A tremendous toll of life and dis- 
ability have ensued from the improper handling 


of fractures. Only those who have had these 


cases can understand that it has been impossible 


in the past to give proper treatment early when 
treatment should be given. That is particularly 


true of compound fractures. I think that time 


Oration in Surgery, Eighty-fourth Annual Meeting, Illinois 
State Medical Society, Springfield, May 16, 1934. 
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has gone by. In the next five years we are going 
to have carried out through the American Col- 
lege of Surgeons, the Red Cross and the Highway 
police a plan by which people injured can be 
brought into hospitals by proper police trans- 
portation. A great deal has been done in New 
York and Philadelphia through the police de- 
partments. When we have that sort of first aid 
treatment and transportation, we are not only 
going to have fracture cases handled at a time 
when they can be handled properly, but we are 
going to have fewer cases of fracture of the 
femur, for example, made compound and so very 
difficult to handle instead of easy. 

Reform of this type is going to involve arrang- 
ing for the carrying of simple splints in ambu- 
lances, going over the country and teaching large 
numbers of people the method of applying 
splints. In Boston we have not gotten around to 
satisfactory ambulance arrangements, but the 
hospitals have improved their service in this 
regard. 

Next is the question of the changed point of 
view in relation to compound fractures. I think 
we have gotten to the point where we pretty well 
know how to handle compound fractures. We 
know that the Jatssez-faire methods are unreliable. 
We know that compound fractures should be radi- 
cally handled, but not over-radically handled, 
that they should not be subjected to extreme 
debridement processes, but cleaned out thor- 
oughly, repeatedly, and so put up and taken care 
of that we have natura) drainage, with the bones 
covered in, but the wound not tightly sewed up. 

With the general run of fractures I think our 
improved methods of skeletal traction and other 
traction will make it unwise to continue the 
handling of compound fractures with open in- 
ternal fixation methods. Iam aware that O’Neill 
Sherman has done a great deal with open 
wounds, with mechanical fixation and “Dakiniza- 
tion,” but he is an unusual] man and situated in 
unusual circumstances. With us, usually without 
a “Dakin” service, it means radical cleaning up 
and skeletal traction and immobilization. We 
would recommend that sort of thing as the favor- 
able way to handle these cases, but for ourselves 


to handle, not to leave that to internes and stu- 


dents. If we follow this plan we are going to 
have much better results, in fact, the results 


are already showing up better. 
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Now the question of traction. Recently Dar- 
rach of New York has done great service by em- 
phasizing early and late the desirability of early 
adjustment of fractures. That is particularly 
true of fractures of the thigh and lower leg. If 
you let those cases go without adjustment for 
over twenty-four hours they are very difficult to 
treat, whereas, if they are subjected to early trac- 
tion the problem is immediately simplified. Any- 
one who has ever tried to bring down a limb to 
normal length knows what happens. The first 
thing is spasm of the muscle and late traction is 
inconvenient not to say painful, and also incom- 
petent. In the cases in which we are going to 
use traction, very early traction is the thing we 
should emphasize in the hospitals and on our par- 
ticular services. It is not done enough but so far 
as done it is producing results. It is only lately 
that any number of us have begun to realize that. 
I have spoken of the great efficacy of the modern 
methods of traction. That is partly because we 
are learning to use splints properly and partly 
that we have learned what to do with traction. 
We have methods that are more effective. A 
great deal can be done with adhesive traction 
without using skeletal traction, a great deal more 
than is being done. In the hands of men who 
are rather expert it is relatively seldom that one 
sees poor results of skeletal traction, but it does 
require more than average skill and experience 
to get consistently good results. For most trained 
men I think skeletal traction is a very valuable 
resource, for all of us it has great value. Up to 
recently traction with tongs, or with the skeletal 
pin, carried trouble. The tongs led to sepsis, not 
usually, but not so unusually. The Steinmann 
pin is apt to lead to pressure necrosis from the 
increasing diameter of the pin from tip to mid- 
dle, necessarily compacting bone, traumatizing 
tissues. Such pressure necrosis has often led to 
long continued sinus inconvenience, at least. 
We have had results with the newer Kirschner 
wire. This has almost solved the problem. Curi- 
ously enough it is an innocent thing. One would 
expect it to cut its way out, but it does not. 
Perhaps, better let us say, it does cut sometimes, 
but rarely and not seriously, and infection is 
negligibly rare. You can leave it without diffi- 
culty; you can put on traction and leave it in 
as long as you like, if you will remember that in 
most parts of the body there are neutral places 
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where you can put the wire through without 
doing any harm. In the lower limb we can put 
the Kirschner wire through the tubercle of the 
tibia below the knee, and make it possible to carry 
out motion. You can put Kirschner wire through 
the crest of the tibia, or through any of its sub. 
cutaneous surfaces, or through the os calcis, 
Skeletal traction is going to be much more used 
in lower leg traction than in the past. I think 
it is going to solve many of our problems, as we 
learn to use it skilfully, early. 

With regard to open operation on fractures, we 
now know pretty well what cases have to be 
operated on by open operation, and what cases 
do not. I think no one today is going to operate 
on femur fractures in children unless there is 
some very definite reason. A few years ago we 
did a lot of them, and thought we were doing 
the right thing. 

Another very definite advance is the institution 
of early physiotherapy. If we can with proper 
fixation by old or new methods, and with early 
physiotherapy bring about what Lucas Cham- 
pionniére pointed out, really early mobilization 
of joints, our results in function are going to be 
more prompt, more complete. We are only just 
learning that, because such handling is difficult, 
and because of the lack of trained physiothera- 
pists, and because surgeons have not paid enough 
attention to this side of the fracture game. 

Early mobilization does not come easily since 
we have the inherited tradition, and are still 
keeping all of our fractures up unnecessarily 
long. There are some which, owing to delayed 
union, do need fixation for a considerable time. 
Early movement of joints is very important. For 
instance, in fractures of the surgical neck of the 
humerus, instead of keeping them up for many 
weeks without motion, we are starting motion in 
a week or ten days, getting into no trouble; in 
fact, securing far better results. The general 
principle of early motion is coming into general 
recognition. Passive motion is almost abandoned, 
and I am almost ready to say that it should be 
entirely abandoned. The old methods of passive 
motion and of stretching, such as carrying water 
buckets to straighten elbows, on the whole did 
more harm than good. We have almost entirely 
abandoned “breaking up” stiff joints—breaking 
them up and in two days having them back where 
they were! With all of this we have come to use 
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physiotherapy with active motion more and more, 
which may be actively supported movements or 
free movements. 

Such active motion may be that of free volun- 
tary movement, or it may take the form of 
“active supported movement” in which the oper- 
ator merely carries the weight of the limb while 
the patient contributes his own muscle power to 
gain motion. Active movements give far less 
pain than passive, and with less pain we get less 
(or no) response of defensive muscle-spasm, 
which defeated so much well meant physiother- 
apy for so long. In conjunction with active 
movement we have added something which is new 
to many, that is the Smart machine, a successor 
to the Bristol coil. This we have found of great 
advantage in the institution of early active mo- 
tion. It is simply a high frequency faradic cur- 
rent so adjusted that we can get strong muscle 
contraction without pain. 

The particular advantage of this is with the 
reluctant patient who can so be taught to syn- 
chronize his voluntary effort with the rhythm of 
the electrically-produced muscle effort. So one 
can get started earlier, more easily. 


In the matter of physiotherapy I am ready to 
co-ordinated muscle exercises under 
We have a physiotherapist who 
winds up the leg cases with a course in tap danc- 
ing, which sounds very frivolous, but is very 
useful. 


endorse 
supervision. 


In convalescence we are learning to use the con- 
valescent splint. Large part of the bad results 
of fractures in the past were due to deformities 
acquired in the later treatment. That is not 
necessary. Today in the Boston City Hospital 
we no longer see femurs which refracture on 
the way up to the front gate. Those cases were 
once common. Now the patients go out in a 
properly fitted convalescent leg splint and it is 
pretty difficult for them to refracture the thigh. 
Also in connection with that we are learning a 
good deal about corrective splints. A great deal 
can be done with pressure pads and straps on 
fractures that are apparently solid but are still 
in what we call the “molasses candy” stage in 
which they can be molded. That applies not only 
to cases treated in the hospital, but to ambulatory 
cases as well. I think I am correct in saying that 
ten years ago in my hospital I was just beginning 
to get convalescent splints properly used in all 
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fractures of the leg and ankle. Now they are a 
matter of routine, and everyone who has a frac- 
ture uses them. 

In regard to regional fractures, I do not mean 
to pick out the unusual cases, but the usual prob- 
lems that confront us. In the first place, as to 
lesions of the spine, in spite of all the advances 
in neurological surgery I think we handled these 
fractures pretty nearly as well ten years ago as 
we do today. They are surgical cases, and just 
from the fact that they may involve the cord they 
are not necessarily neuro-surgical cases. Most 
spine fractures are not. The cases that fall into 
the general surgeon’s hands are as a rule, how- 
ever, “compression fractures,” and they seem to 
be commoner and commoner. I cannot believe 
that the difference in frequency means only that 
they have been previously overlooked. A great 
many of them are automobile fractures. Com- 
pression fractures of the spine are nearly always 
between the tenth dorsal and second lumbar ver- 
tebrae. That is the point where the spine ceases 
to be protected by the bony conformation of the 
ribs, and the point where the dorso-lumbar curve 
reverses. The man is jack-knifed or doubled over 
in a fall. Neglect of these cases results in back 
kyphosis only too often, more or less disabling. 
For a long time we have known that moderate 
correction of these cases in hyperextension made 
a good deal of difference in the results. It is 
only lately that the question of correction has 
come up. It was first brought up by Davis of 
Erie some five or six years ago. He is in favor 
of immediate forceful correction. William A. 
Rogers has done some good work on this recently ; 
he is willing to go more slowly, but he is still 
radical.* The question comes up, how far such 
treatment is applicable to the hundreds and hun- 
dreds of cases all over the country. I can say 
this: It has been definitely shown that certain 
of these cases can be corrected and the crush in 
the spine opened up like an accordion, and the 
end result may be that of a most perfect spine. 
Whether that is worth doing in all cases I do not 
know. If it is attempted in all cases we shall 
run into trouble at times because of the associated 
sympathetic lesions, with belly distension, etc., 
and will find it has to be abandoned, not seldom. 
There is no question that either this or a deliber- 


*Note: Bohler’s routine seems too radical in ambulatory after- 
treatment, with heavy exercises, for our needs. 
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ate attempt at gradually increasing hyperexten- 
sion is very necessary to get good results in these 


cases. 

Particularly for the routine cases, I am using 
the O’Connell frame without attempting forceful 
reduction. On the other hand, forceful reduction 
is a very pretty piece of work, and in selected 
cases should be resorted to. The results in either 
case if properly taken care of are very good. Bed 
for a month, brace support for six, complete the 
routine. 

Shoulder fractures: Not many years ago all 
these cases were treated in abduction, usually 
with traction. Some of them should be. Many 
more shoulder fractures should be treated in bed 
for a shorter period than has been the case in the 
past. Today the particular thing we see is either 
a fracture of the greater tuberosity alone or a 
fracture of the surgical neck or a combination of 
the two. If you have a fracture of the greater 
tuberosity, there is no question but that this is 
best treated in abduction, not necessarily with 
traction, to secure such adjustment of the frag- 
ments that the greater tuberosity will go under 
the acromion and not block motion. In fractures 
of the surgical neck on the other hand, it has 
come to the consciousness of most of us that that 
particular thing has no point. Fracture of the 
surgical neck is associated with displacement of 
the shaft on the head usually inward and for- 
ward, and the problem is one of reduction. That 
reduction can be done with traction and leverage 
almost entirely in the great majority of cases. 
When that is done there is no occasion for abduc- 
tion. Remembering that these are nearly always 
fractures in elderly people, long fixation is haz- 
ardous. We should start mobilization as early as 
the first week and carry through on that basis. 
Non-union is not to be dreaded: it occurs only in 
the text-books. 

The Murray-Jones’ traction splint has its 
place, there is no question about that. Possibly 
the Thomas splint with traction at the side has 
its place; I do not know. Possibly the traction- 
abduction splint has function, I am not quite 
sure. I know that they are tremendously over- 
used and usually, unless intelligently applied, 
inefficient, and even more inefficient after a few 
days on account of slipping. 

{ think our whole perspective of handling these 
shoulder fractures has changed. 
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Fractures of the upper arm are to be treated 
as bed cases far more often than in the past, not 
necessarily for very long. Most of them can be 
treated with traction, either direct straight line 
traction or with Kirschner wire inserted through 
the olecranon with the elbow flexed, the hand 
supported. Such cases are not operable with one 
exception, namely, transverse fracture of the 
humerus in adults, which fracture is very often 
hard to handle, with frequent non-union result- 
ing. Unless you can get accurate results, other- 
wise, those cases are better operated on. 

Fractures of the shaft in practice are treated 
nowadays in bed with traction, almost to the 
exclusion of open operation. 

Elbow fractures in children are not to be 
treated by open operation; the operative results 
are not good with the exception of operation for 
relieving the circulation to avoid Volkmann’s 
paralysis, opening the hematoma under the deep 
fascia so that you do not get an ischemia from 
that. Another exception is in the case of nerve 
lesions which are not uncommon with the frac- 
tures of the internal epicondyle even in children. 
The third exception in children is separation of 
the external condyle with rotation which may 
and not uncommonly does give non-union uuless 
one cuts down, rotates the fragments, holds them 
in place. Moreover, in these cases the rotated 
fragment uncorrected almost invariably produces 
an unsightly spur of new bone. 

Apart from these instances, I think there is 
every reason for letting elbow fractures in chil- 
dren alone. When you put them up in acute 
flexion there is insistently the question of testing 
the circulation. Generally an acute angle after 
proper reduction is the wise plan, but a right 
angle splint may show better holding position. 
We have learned also to leave them alone after 
we have put them up. We have learned to keep 
them away from the physiotherapist. We have 
learned that children will mobilize their own 
elbow fractures, if we give them time. It may 
take a year or more, to be sure, before we get 
full end results, but in the end they average 
very well. 

About the adult elbow fracture I do not think 
we have learned much. We have learned that 
open operations do not do very well, but we knew 
that before. We have learned to handle many 
of them with traction, with wire through the 
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olecranon, with the bent forearm supported from 
the Balkan frame. We have learned to start these 
cases with early supported active motion, and get 
the best motion we can get. All of these elbow 
fractures in the adult are followed by a lot of 
new bone formation, and I am sorry to say that 
as I see them a great many of these cases get 
results poor enough so that the operation of 
arthroplasty has to be resorted to before we get 
results. 

Fracture of the radial head was operated on 
too much in the past. A great many of these 
cases will get by without any operation, and get 
excellent results. In some of them the head is so 
shattered that the fragments have to come out, 
and the head is sacrificed immediately. Results 
of such operations are very good indeed, particu- 
larly if the removal of the head is done early. 

In case of doubt, however, two weeks of observ- 
ation (arm splints) will make it clear on test 
whether rotation is going to come clear. It is 
not then too late to operate. Later operations do 
not do so well. But a surprising number will 
come out all right, without operation. 

There is one lesion at the elbow that has been 
more lately recognized as an entity, resulting 
always from a fall where a blow is received just 
below the elbow with the elbow flexed. The result 
is a transverse fracture of the ulna very close to 
the olecranon, with upward luxation of the radial 
head. These cases are almost hopeless unless 
operated upon almost immediately, the operation 
consisting of exposing the ulna, and pinning the 
fragments. The displaced radius follows the ulna 
into place. 

Fractures of the Forearm: These are always 
formidable, except in children. They are being 
handled today with manipulation under traction 
with very much better success. Suspension trac- 
tion carefully applied will suffice in the great 
majority of cases. 

Correction is by manipulation, and suspension 
need be carried out only for a couple of weeks at 
most. 

At present there is a vogue for various forms 
of wires and pins for traction, with encasing 
plaster to maintain length. Mechanically, this 
is, of course, the most efficient way, but one does 
not care to put wires or pins in at the wrist. It 
is a region anatomically too full of chances of 
trouble if things go wrong, as they do once in a 
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while in the best hands. Surely anything as 
radical as Bohler’s transfixion of both radius and 
ulna at the wrist is too radical for most of us. 

More conservative methods usually give results. 

It must be confessed, however, that not a few 
cases come to open operation, consisting of reduc- 
tion of each bone and fixation if that is necessary, 
by plating of one bone only. Probably as we 
learn to manage traction methods better we will 
do less and less operating. They are not cases 
one cares to do an operation on, but open opera- 
tion is hardly more formidable than some exter- 
nal fixation methods proposed. 

Wrist Fracture: We have known for a long 
time that traction, flexion and pronation was one 
good way of reducing Colles’ fracture. There are 
other ways of reducing, effective if rightly done. 
We have known, some of us, for a long time that 
in order to reduce the possibility of recurrence 
of the deformity the best stratagem is to put the 
wrist up in flexion and leave it there for a week 
or ten days, and then flatten it out. That method 
has consistently shown better results. I am sorry 
to say that the general results of Colles’ fracture, 
particularly from the bigger hospitals where the 
fractures are usually handled by internes, are 
still discreditable. There is no reason for poor 
results of Colles’ fracture if we remember that 
there is a very definite chance of reproduction 
of the deformity after it has once been reduced. 
If we remember that and remember that this can 
be avoided by flexion position then we will do 
better. 

Fracture of the Metacarpals: The treatment 
of these fractures has been entirely transformed 
by the application of traction with banjo or 
other splints, using elastic traction. 

There is no longer any excuse for treatment 
with the hand flexed either over the once much 
used roller bandage, or the more modern alumi- 
num substitute. 

Fracture of the pelvis until very lately was 
treated by laissez-faire methods. The radical re- 
duction of fractures of the pelvis is pretty new. 
The first man I ever knew to do that was John 
B. Murphy, and he had worked out an ingenious 
scheme for the reduction of “central luxation of 
the femur,” where the head of the femur is driven 
through the acetabulum. That is one class that 
ought always be reduced. The difficulty is not in 
reducing them, but in holding them. The reduc- 
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tion can be direct by direct longitudinal and 
lateral traction, or by putting a wedge between 
the thighs and bringing the knees in together. 
Or, it can be done by the method I described of 
bringing the thigh up into flexion and adduction, 
and using the operator’s arm against the one 
fixed point, the anterior superior spine, as a ful- 
crum. Whatever way it is done those cases are 
reducible. Reduction has never led to any harm. 
The problem is one of continued traction, enough 
to prevent reproduction of the fracture deform- 
ity. The results of proper traction treatment are 
good—surprisingly so, considering the extent of 
damage. 

The ordinary types of fracture of the pelvis, 
fracture of the rami, unless we have abdominal 
complications, require very little treatment. 
These abdominal and bladder complications have 
become notably less in recent years because, while 
fractures of the pelvis have been much more com- 
mon they have been automobile fractures, and 
not the type where a workman gets crushed under 
a load of coal. Usually the patient is tipped out 
of an automobile, and there is nothing but a 
shattered bone. Therefore, we see very few of 
these complications. There is one pelvis fracture 
that is very formidable and not uncommonly 
accompanied by complications, the “double frac- 
ture of Malgaigne,” where the rami are broken 
in front, and behind there is separation at the 
sacro-iliac joint, with a fracture through the cor- 
ner of the ilium or into the sacrum as the case 
may be. These are particularly formidable be- 
cause they are accompanied by a shifting up of 
one side of the pelvis and distortion of the whole 
body. These cases if gotten fresh are reducible. 
| have reduced a couple of them within the year. 
They require a great deal of force. I cannot say 
the reduction is without risk, though I know of 
no case of trouble. This is one particular place 
where I would not be without Roger Anderson’s 
splint, that pushes on one leg and pulls on the 
other. It is to be used with skeletal traction, 
for both reduction and maintenance of position. 
These cases may carry some risk. I do not know 
that they do, but we get perfect results if they 
are reduced and very serious disability if they 
are not. 

Yip Fracture: I do not dare to go into any 
long talk about hip fractures. There is no longer 
any decided difference in ideas about extracap- 
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sular hip fractures; they always unite. The ordi. 
nary treatment is longitudinal traction with or 
without lateral traction. The ideal treatment js 
traction in plaster—all right, if you make sure 
with frequent x-rays that they do not slide by, 
The fracture heals in five or six weeks and there 
is no disability except that the heaping up of 
callus limits the motion of the hip. 

There is no time to go into any extensive dis- 
cussion on intracapsular fractures. The whole 
thing has got to be worked over. The old methods 
have not been very successful. I think that no 
one can say where we are going to come out in 
this matter in the next five or ten years. We 
have found, due to the work of George and 
Leonard, a method of taking lateral views to 
check on our reduction and to show how we are 
holding it. There is no use treating these cases 
by any method unless you reduce the displace- 
ment. They have to be reduced by adduction and 
internal rotation after preliminary traction, then 
brought to extension and abduction. The accu- 
racy of that reduction can be tested with the 
“saddle” view, the film being set between the 
legs, the light up near the shoulder in the axilla. 
The question is whether good reduction plus any 
method of fixation is going to be enough. The 
question is whether we are going to need in such 
cases operative reduction of the simplest kind in 
order to maintain position. The question is 
whether after all that is done we are going to get 
a rather unsuccessful result. The work of Phe- 
mister and Santos has taught us a good deai 
about necrosis of the head. We realize that the 
head in fractures of the neck of the femur often 
dies, and that absorption of the neck may occur 
with the head alive, whatever we may have done. 
That being so, we are going to be very careful 
in saying that any method is going to give per- 
fectly good results. Five years from now some- 
one is going to tell us something about intra- 
capsular fractures. 

One question comes up here apart from what 
I have said. There is a question whether early 
operation that opens the capsule, drains the syno- 
vial capsule and gets rid of the synovial fluid will 
not hasten repair, because synovial fluid inter- 
feres with repair between the ends of the bone. 

A word about fractures of the shaft of the 
femur. In children we no longer operate unless 
there is a very good reason to believe there is 
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some tissue between the ends of the fragment, 
which there very rarely is. The one exception 
where you may have to operate is the fracture 
very close up under the lesser trochanter. If the 
usual fractures are brought down to length, and 
kept in decent position they will take care of 
themselves. A couple of years of growth will 
take care, up to 34-inch of shortening, of the 
length. This compensation seems to occur regu- 
larly. 

In adults we are coming to believe that we 
should operate oftener, particularly in young 
muscular men. Operation gives a certainty of 
union that you can get in no other way. In 
older people in whom perfect function is not so 
important, and in whom the liabilities of opera- 
tion are a little greater, it is commonly wise to 
make a reduction and hold the fragments in 
position by whatever means seems best. In other 
than transverse fractures and high shaft frac- 
tures there does not seem to be any excuse for 
operation. 

Fractures of the outer tuberosity of the tibia 
are typically produced by the leg being run into 
by the fender of a car, but may happen from any 
force that drives the knee into a valgus position. 
Those cases uncared for do extremely badly, 
cared for in any reasonable way they do amaz- 
ingly well. They do much better in the end than 
the x-ray pictures would lead you to suppose. 
They can be managed by hammer from the out- 
side or by open operation. Personally, I rather 
object to open operation, though I have dene 
many. I do not think the results are any better 
than with the closed method, owing to the com- 
minution of fragments, and the difficulty of 
doing any fixation in the open wound. The key 
is a reduction as good as you can make it, and 
then not allowing any reproduction of the valgus 
deformity. The position should be maintained 
for six weeks, then a convalescent splint from 
three to four months. This is a class of cases 
seemingly more frequent of late years, only recog- 
nized as a class for a comparatively short time. 

Fractures of both bones of the leg: We are 
coming to a period where everybody recognizes 
and most people practice either open operation or 
traction, usually skeletal. The old method of 
putting them up in plaster after ordinary manip- 
ulation is not satisfactory. We have got to have 
better results. There are too many cripples. In 
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this country we have never come to the more or 
less attractive methods of having the patient walk 
the next day. I do not care very much whether 
he walks the next day or not, but I do care 
whether he walks six months later. 

Ankle Fractures: I worked out a classification 
of ankle fractures a few years ago, and it is sim- 
ple enough for anyone who wants to use it. I 
think it clarifies the situation for many men who 
are not fracture specialists. I shall speak of only 
one class, that is the class of cases in which the 
patient comes down on his foot, and for some 
reason the os calcis does not give way, the tibia 
smashes up into all sorts of “breakfast food” 
fragments. There may be no fracture of the 
fibula; if there is, it is simple, and of no impor- 
tance. Those cases, if they can be brought down 
to length and the fragments molded in position, 
usually give pretty decent results. If that is not 
done, they always come to later operation. Those 
cases must be handled by traction, Sinclair trac- 
tion, or pin or wire traction, combined with 
manipulation—traction for a month, usually. 

The only other thing I have to say about ankle 
fractures is in relation to convalescent splints. 
We have learned to use convalescent splints. We 
have learned in ankle fractures, particularly of 
the Pott’s type, that the valgus deformity is very 
important. It may not be a matter of bone dis- 
placement itself, but due to the fact that when 
the patient begins to walk he has no muscles to 
protect the arch and he develops a valgus—flat- 
foot. Therefore, those cases should go up in con- 
valescent splints until after the muscles can be 
brought back to a reasonable efficiency and tone 
so that they can take care of themselves. 

Os Calcis Fractures: Perhaps I have talked 
enough in the past about os calcis fractures. 
Since we have learned that we can do a proper 
reduction of os calcis fractures and that we can 
maintain the reduction and prevent heaping up 
of bone under the external malleolus (which has 
been the major cause of disability) with pads 
under the plaster in the first place, and in the 
second place, by specially constructed screw pres- 
sure pads attached to the shoes, we have been 
getting better results. 

Open operation and arthrodesis for calcis frac- 
tures, very favorably received for a time, have 
failed to gain vogue. The failure to get a good 
position of the foot has been responsible, and if 
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you do an arthrodesis and it is not satisfactory, 
you have shot your bolt, and you cannot do any- 
thing more. So there is a disadvantage to that 
form of treatment, attractive as it seemed when 
first brought out. 

We have learned to recognize a lesion of the 
ankle which is comparatively common, and not 
usually treated as it should be, that is the case 
of midtarsal dislocation, usually with a scaphoid 
fracture. In certain lesions of the foot, the head 
of the astragalus drives down into the next row, 
crushing the outer side of the scaphoid so that 
the foot is brought over into a clubfoot position. 
Unless this is recognized and properly handled it 
gives a very crippling result. These cases can be 
handled by arbitrarily bringing the foot over into 
over-correction, not minding the fracture, save 
for pushing fragments into place, and letting it 
consolidate there. You will get a strong ankylosis 
between the scaphoid and cuneiform, but that 
does not matter. I speak of the lesion because 
I think it is almost universally unrecognized and 
because it is important. 

In the conclusion of this very sketchy talk, I 


would say that it seems to me that in relation 
to progress in fracture treatment our problems 
are not primarily a lack of knowledge—we are 
getting along pretty well in the matter of knowl- 
edge. There are many men who are interested, 
and these men are coming to a common ground 


on most of the problems. But the problem is, 
how are fractures going to be handled? Who is 
going to handle them? That is a question not 
only of dispersion of knowledge, but a question 
of personnel and organization. The body to 
which I have had the honor of belonging for a 
number of years, the Fracture Committee of the 
American College of Surgeons, has really tried 
to do something along that line. I think some- 
thing has been accomplished. Probably the best 
way is to have in each hospital, or in each com- 
munity, a small group of men who are recog- 
nized as authorities on fractures. It does not 
mean that they are to treat all fractures because 
that would be ridiculous, but to see that stand- 
ards are kept up. It is in that way that we are 
going to work in the future. It is a question of 
personnel, as well as dispersion of knowledge 


already existing. 


520 Commonwealth Avenue. 
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FRACTURES OF THE ELBOW 
Sripney H. Easton, M. D. 
* PEORIA, ILL. 


For the purpose of description, fractures of 
the elbow may be divided into several types each 
of which has its typical deformity and requires 
a certain routine of treatment. 

1. Simple fissure fractures. 

2. Fractures of the head of the radius. 

3. Fractures of the shaft of the ulna with a 
dislocation of the head of the radius. 

4. Fractures of the olecranon. 

5. Fractures of the condyles of the humerus, 

a. Fractures of the internal or external con- 
dyle, including epiphyseal injuries. 

b. Supracondylar or di-condylar involving 
both condyles. This includes a T or Y shaped 
fracture. 

The sole reason for discussing simple fissure 
fractures, the treatment of which is self evident, 
is from the standpoint of diagnosis. A good 
anteroposterior or lateral roentgenogram is 
essential and the tube should be centered on the 
elbow rather than taken at the edge of a forearm 
picture. In children the interpretation is made 
infinitely easier by comparison with the opposite 
elbow, as the numerous centers of ossification 
which unite at different times produce pictures 
that may cause confusion. Inasmuch as there is 
usually some effusion into the joint which will 
prevent complete extension it is helpful to inject 
2% novocaine into the joint or into the fractured 
area for the purpose of anesthesia thereby per- 
mitting a good anteroposterior view. 

To the accepted routine of treatment for frac- 
tures of the head of the radius I have little to 
add. Fissure fractures do well if immobilized 
for a reasonable period of time with the elbow at 
a right angle and the forearm supinated. Frac- 
tures with much comminution require resection 
of the head. I can see no harm in questionable 
cases in waiting several weeks before making a 
decision to resect, but in general when there is 
much comminution time will be saved by operat- 
ing shortly after the injury. A guarded prog- 
nosis should be made in fractures with less com- 
minution. Some fractures of this type will be 
seen where only a portion of the head is displaced 


and in such cases only the displaced portion 


Read before Section on Surgery at Annual Meeting of Illi- 
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should be resected, particularly when it is the 
lateral half. 

Fractures of the ulna with displacement of 
the radial head present few difficulties if the 
radial dislocation is recognized and reduced 
promptly. The restoration of the normal length 
of the forearm by reduction of the dislocation 
will restore the alignment of the ulna so that 
with slight manipulation any angulation can be 
sufficiently well corrected. The chief point here 
is recognition of the condition, a point which has 
been occasionally missed. When one sees a frac- 
ture of the ulna with an angular deformity the 
position of the radial head must be definitely 
determined before proceeding further. 

The last group in our classification, namely 
fractures of the condyles of the humerus, in- 
cludes probably the greatest number of elbow 
fractures and it is with this class chiefly that 
this paper will deal. The position of acute flex- 


\ 


1. Lateral view of the elbow, reduction incomplete. 
Humeral condyle still displaced backward. 


ion is often suggested but to my mind has cer- 
tain objections which I believe contribute to the 
relatively poor result so often secured. The two 
primary difficulties to be overcome are, 

1. Disturbance of circulation. 


2. Difficulty in obtaining a complete reduc- 
tion, 
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In fractures of the supracondylar or dicon- 
dylar type the typical deformity is a backward 
displacement together with some lateral displace- 
ment and rotation of the lower fragment. The 
backward displacement is the key to the situa- 
tion. This may be so severe that the humerus 
protrudes anteriorly through the biceps, and 
there is kinking of the artery and veins over the 








2. A. P. and lateral of the same elbow, satisfactory 
reduction completed by the method described in the 
paper. Note the position of the condyle with reference 
to the long axis of the humerus. A position still far- 
ther forward is often obtained and is advantageous. 


sharp ends of the proximal fragment producing 
severe pressure which, added to the outpouring 
of blood into the soft tissues in and about the 
elbow joint, produces a severe circulatory dis- 
turbance. These fractures are characterized by 
a great amount of swelling and in a relatively 
short time the entire forearm and hand will be 
blue, painful and cold. Failure to treat such 
cases without due regard to the circulatory dis- 
turbance will frequently result in fibrosis of the 
muscle and some grade of Volkman ischemic con- 
tracture. I believe that this circulatory disturb- 
ance in the arm is an important factor in pro- 
ducing contracture, as pressure from a too tight 
splint. 

For the relief of this circulatory disturbance 
an incision and expression of the blood clot has 
been suggested. I have tried this at the time of 
reduction and feel that it is a valuable procedure 
particularly in the very young, that is children 
of about two years. It is surprising to see the 
amount of blood clot that can be expressed and 
the degree to which the swelling can be reduced 


and when this can be combined with a good re- 
duction nothing further is needed. This is the 
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reason for restricting the procedure to the very 


young, because such cases can be satisfactorily 
reduced by manual means. In older children and 


adults the method which I shall describe later 


has proven so satisfactory that I have not found 
it necessary to resort to incision. 

In older children and adults reduction by 
manual manipulation is difficult and often im- 
possible. The arm is further traumatized by 
tight gripping and by manipulation of the frag: 
ments the arm cannot be flexed much beyond a 
right angle without adding further to the pres. 
sure on the great vessels. 

As stated previously the important factor of 


the the backward displacement. 


Votice on the lateral view of a normal humerus 


deformity is 


%. Details of the Zeno Method of vertical suspension. 
Note—this particular arm was covered by bandage Sor 


abrasions. The cast is placed just around the pin and 
does not extend onto the upper arm, 


that the condyles of the humerus lie anterior to 
a line drawn through the middle of the shaft of 
the humerus. This is the relationship which 
we should strive to attain. Even after the frac- 
tured ends seem to he together there is a great 
tendency due to the pull of the triceps for a 
rotation of the dista) fragment, pulling the 
condyles backward and up, If allowed to heal 
in such position the head of the radius will im- 
pinge on the humerus too quickly and full flexion 
eannot be obtained while the callus fills in the 
olecranon fossa and blocks extension. Too early 


passive motion tends to increase this amount of 


callus. 
In attempts to secure more efficient reduction, 
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traction ig a natural suggestion. Skeletal trac. 


tion by means of a Kirschner wire through the 


upper end of the ulna is safe, is more efficient. 
and probably does less damage than tight grip- 


ping of the forearm with the hand. In some 
cases this increase of efficiency alone will imprave 
the result. 


ever, 1s aided by the use of the Bohfer apparatns 
as illustrated. With this apparatus there is the 


The efficiency of such traction, how- 


added advantage of being able to apply the cast. 
including the traction wire, while the pull is 
maintained. With the use of a portable roentgen 
machine it is very easy to secure a lateral check. 
up film to test the reduction. 

Jn more severe cases, particularly when there 
have been previous attempts at reduction and 
the swelling is extreme, [ have deemed it ad- 
visable to avoid manipulation as far as possible 


and have used the method suggested by Zeno of 
Buenos Aires. It may be applied either with or 
without the preliminary use of the Bohler trac- 
tion and has proyen so satisfactory in the cases 
on which [ have tried it that T beg leave to pre- 
sent it in more detail here. 


Local anesthesia, which is obtained by the in- 


fection af 2% novocaine into the line of fracture 


is invariably used. Preceded by a sedative hypo- 


dermic { have used if in children as young as 
four years and in older patients without diffi- 


culty. The technique of this type of loca) anes- 
thesia is so well known that further description 
is unnecessary. A Kirschner wire is drilled 
through the upper end of the ulna and traction 
applied by the Bohler apparatus with downward 
pressure on the shaft and upward pressure on 
the olecranon; then sufficient plaster is placed 
around the wire and on the forearm to prevent 
slipping of the pin. This step I believe is im- 
portant as there will be no difficulty from infec- 


tion because movement of the wire is thus pre- 


vented. Then the patient is placed in bed and 
the arm slung up to an overhead frame by means 
of a pulley and three to five pounds of weight 
for counterbalance, In this position the patients 
are very comfortable. Rarely has a sedative 
been necessary. Within a few hours the swelling 
starts to disappear, the fingers move with in- 
creasing freeness and normal color is quickly 
restored. Four to six days usually suffices for 
the complete disappearance of al) swelling and 
even when the screw traction has not been em- 
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ployed a roentgenogram will usually show a 
normal anteroposterior outline and a complete 
or nearly complete restoration of the lateral out- 
line. When the swelling has disappeared a non- 
padded cast is then applied from the base of the 
fngors to the upper third of the humerus includ- 


ing the wire. Forward pressure is exerted on 


the olecranon and backward pressure on the 
shaft with the other hand while the plaster 
hardens. The check-up film will then show the 
normal forward position of the condyles. 
Subsequent treatment is directed toward the 
prevention of edema and mobilization of the hand 


and shoulder. Often an abduction splint is ap- 


plied for the first week or two with light trac- 
tion on the cast. If the pin is incorporated this 
pull is transmitted through the wire. This ab- 
duction splint is removed when the patient will 
voluntarily raise the arm above the head and 
lower it back into position without fear or pain. 


When the splint is removed the patient is in- 


structed not to carry the arm in a sling, to use 


the hand in as many ways as possible and to place 


it back of the head and around behind the back 


many times a day. The muscle contracture thus 
A 


induced wil) suffice to maintain good circulation 
and prevent edema, Children usually behave 
well if the parents can be convinced that the arm 
should not be babied and protected. WRecurrence 
of the edema when the technique of cast ap- 
plication is proper is due to non-use of the hand 
and will occur in people who persist in carrying 
the arm ina sling and regard it ag a broken arm. 
In such cases the threat of re-applying the ab- 


duction frame is often sufficient to stimulate the 
person to greater movement. 


lnder these conditions and with a satisfactory 
reduction I do not believe in early passive mo- 
tion and regard it as harmful. TI believe in 
maintaining complete fixation until a well de- 
veloped callus is showing, that is until bony 
union is nearly complete. This will ordinarily 
take from four to six weeks. Removal of the 
cast and commencing of movement before this 
time is painful, produces edema, stimulates ex- 
cessive callus and fibrosis of the capsule and may 
even produce backward displacement of the 
condyles which we have tried so hard to avoid. 
Of this fact I am quite sure, that no manipula- 
tion is advisable until there is good sound bony 
union. A callus which becomes tender under 
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strain is a yielding callus and [ believe in main- 


taining fixation until a callus is not tender to 


pressure. 
The time of removal of the pin is of little 


importance. In children one frequently has to 


change the cast at the end of three to four weeks 


because the arm is used so much that it becomes 
dirty and cracked. If so the pin can be removed 
before the second cast is applied. Otherwise it 
may be left in situ without fear, as a wire im- 


bedded in the plaster which does not move is per- 


fectly safe. 


After removal of the cast such use of the arm 


as the patient will ordinarily give it is usually all 
that is sufficient. I have resorted to massage by 


physiotherapist in only one case since using this 
method, which was in a woman of advanced age 
in whom I was unable to remove the fear of using 
the arm. In one other case where the separations 
of the condyles was extreme [ used a cast hinged 
at the elbow and with a turnbuckle to increase 


the amount of flexion. This case, however, was 


one in which [ had not employed the vertical 
suspension but had depended solely on the Bohler 


type of reduction. 
Fractures involving only one condyle are simi- 


larly treated but as a rule are simpler. In these 
the Bohler traction alone will often produce a 
good reduction. When the internal condyle is 
affected there is an angular deformity of the 
arm which as Bohler has pointed out disappears 
when the forearm is placed in ful) pronation, and 
that point must be borne in mind in the reduc- 
tion, but even here I have found it advantageaug 
to suspend the arm for a few days before apply- 


ing the final cast. 
There is, however, one type of injury to the 


externa) condyle which demands special atten- 
tion, namely dislocation of the epiphysis. This 
is not a common type and occurs in children 
between seven and nine years of age just shortly 
before the union of the shaft. Four such cases 
have come under observation in the past two 
years. In these cases as in all epiphyseal in- 
juries it is very important to get an anatomical 
reduction for the sake of future growth and in 
these cases any method of closed reduction which 
has come to my knowledge is entirely unavailing. 
The reason is evident when the pathology is an- 
alyzed. The epiphysis is completely severed and 
pushed out through the extensor group of mus- 


cles just as if through a buttonhole and comes 
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to lie beneath the deep fascia or even subcuta- 
neously. The buttonhole in the muscle closes 
behing it and efficiently bars any attempt at 


reduction. 

With this conception of the pathology it is an 
easy matter to plan a lateral incision which will 
reopen the buttonhole and replace the dislocated 


condyle. If this is done promptly, within ten 
days, it will be found that the fragment goes into 
place like the last piece of a jigsaw puzzle. It 
fits so accurately that it scarcely seems to require 
fixation, although I have been in the habit of 
placing one or two catgut sutures through the 
periosteum. The arm is dressed at right angle 
and held in place with a nonpadded cast. In 
these cases so operated on my observation has 
been that the epiphysis has continued to develop 
normally and perfect function has resulted. 
Where operative procedures were not used there 
has been continuation of growth of the epiphysis 
and a production of a mass of bone in the exten- 
sor heads which greatly limits motion. In such 
cases the function of the part is improved simply 
by removal of the dislocated fragment. This, of 
course, is advisable only in cases coming under 
observation several months after the original in- 
jury. 

In conclusion, let me emphasize again that 
attention to the circulation is of prime impor- 
tance in all fractures of the elbow. Excessive 
manual manipulation and forcible flexion are in- 
effective in producing reductions in difficult cases 
and are apt to increase rather than decrease the 
circulatory difficulties. In my own experience 
the method of skeletal traction combined with a 
period of vertical suspension has been most satis- 
factory in relief of the circulatory condition as 
well as in obtaining a satisfactory reduction. I 
have not resorted to open operation on a supra- 
condylar type of fracture since adopting this 
method. Operative measures are imperative in 
dislocations of the epiphysis, in comminuted 
fracture of the head of the radius and in most 
olecranon fractures. The common complications, 
ischemic paralysis, fibrosis and the formation of 
excessive bone about the joint are as a rule the 
result of an excessive trauma or circulatory dis- 
turbance and their occurrence, I feel sure, will 
be reduced by attention to the above details. The 
chief factor to be noticed in checking reductions 
is the position of the condyles with reference to 
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the long axis of the humerus. Occasionally a 
detached piece of cartilage or a calcified blood 
clot in the joint will remain to produce trouble, 
or occasionally a nerve has been injured by the 
original trauma which is an unavoidable occur- 
rence. Rarely a true myositis ossificans will 
develop. The infrequency of the more common 
complications leads me to recommend to you this 
plan of treatment for the severe types of supra- 
condylar fractures, 
DISCUSSION 

Dr. Paul B. Magnuson, Chicago: There is one con- 
dition Dr. Easton has mentioned which I think ought 
to be emphasized in injuries about the elbow; that is, 
a fracture of the ulna with forward dislocation of the 
head of the radius. That dislocation sometimes is ex- 
tremely difficult to reduce, and unless the dislocation 
of the head of the radius is reduced, it is almost im- 
possible to hold the ulna in reduction. The muscles of 
the forearm are very active, and they work hard for 
twenty-four hours a day. If the radius is not brought 
into full alinement to act as a support for the ulna 
it is practically impossible to prevent angulation of the 
ulna at the point of fracture. The important thing 
is to reduce the dislocation of the radius first. This 
is sometimes a difficult matter, because when the head 
of the radius is forced out it tears through the orbicular 
ligament. If the tear occurs immediately over the 
anteriar surface so that the head of the radius comes 
through the middle of the orbicular ligament, the head 
of the radius can sometimes be forced back and reduced, 
and can be held in reduction by flexion. Putting the arm 
up into an acute angle of flexion, or else putting trac- 
tion on it, will hold the head of the radius posteriorly 
toward its level with the olecranon. On the other hand, 
sometimes the orbicular ligament is not torn at the 
anterior surface, but is torn laterally or medially— 
that is, on the side of the head of the radius—and then 
the head of the radius lies anterior to the flap of orbic- 
ular ligament, and when the head is forced backward 
the flap of orbicular ligament is pushed into the bed 
ahead of it and prevents reduction. Under this circum- 
stance no amount of traction will force it back, be- 
cause the bed is already filled up by the orbicular 
ligament. In such case it is necessary to open the 
radio-humeral joint, retract the orbicular ligament, 
put the head of the radius back and then suture the 
orbicular ligament. After that the ulna can be reduced 
and held by traction or splint, as the case requires. 

There is another point in a fracture of the ulna with 
fracture of the head of the radius. In the adult, we 
are advised to remove the head of the radius if serious 
damage has been done. Frequently that must be done, 
but don’t do it first and then treat the fracture of the 
ulna afterward by any closed method. I know of no 
closed method, except continued traction on the arm 
with very heavy weights, that will maintain the length 
of the ulna against the pull of the forearm muscles with- 
out the head of the raditis establishing contact at the 
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lower end of the humerus. I have tried every kind of 
pull on that type of fracture, and never yet have I 
been able to maintain the length of the ulna without 
the additional support of the radius. All of you who 
have dealt with fractures in both bones .of the fore- 
arm recognize that the activity of the forearm muscles 
must be combated twenty-four hours a day until there 
is solid bony union. 

Dr. S. H. Easton, Peoria, Ill. (closing): I am very 
grateful to Dr. Magnuson for bringing out the point 
that he did. Being limited to twenty minutes, I merely 
mentioned these other fractures in passing, so that you 
would know the type of fracture that I wanted to talk 
about particularly. His point is very well taken; it 
certainly is true that, if you can get the head of the 
radius back, the ulna will almost take care of itself. 
And especially is it true that if you see much angula- 
tion in the upper end of the ulna, look well to the head 
of the radius lest you pass a fracture. 

The reason for presenting this paper was this: so 
many times in seeing fractures of the elbow here and 
there I am asked, “What do you do with them? Do 
you put them up in acute flexion?” Acute flexion is 
bound to increase the circulatory disturbance. 

I simply want to point out to you certain criteria, 
for gaining an accurate reduction in these fractures. Do 
not be satisfied until the condyles are forward. These 
fractures are hospital cases. It is worth while to put 
them in the hospital where you can swing them up for 
a little bit. When you see the difference in reductions 
you will find that the position of acute flexion is not 
what it is always cracked up to be. You have to use 
some more efficient method of getting a reduction and 
maintaining it than simply putting the arm up like this 
(indicating), which has very grave danger and very 
few advantages. 

I personally like the mechanical nicety of control of 
the Bohler traction apparatus and of the overhead 
suspension as suggested by Zeno, which I have illus- 
trated. In the worst cases when, due to delay, circu- 
lation is very bad, immediate use of the vertical sus- 
pension gives the maximum relief to circulation and at 
the same time is the greatest aid in obtaining an ade- 
quate reduction. This method is applicable both for 
adults and children. 





OBSTETRICS IS A SURGICAL SPECIALTY 
FOUR ILLUSTRATIVE CASE REPORTS 


JOHN JOSEPH GILL, M. D., F. A. C. 8. 
CHICAGO 


1. Spontaneous rupture of the uterus at five 


months pregnancy in a primapara. Hysterec- 
tomy, with excellent results. 

*. Chorio-epithelioma necessitating hyster- 
ectomy at five months of pregnancy. No recur- 


tence after nine years. 
Read before Section on Surgery at Annual Meeting of IIli- 
nois State Medical Society at Springfield, May 15, 1934. 


JOHN JOSEPH GILL 


329 


3. Placenta previa in a bicornate uterus, in- 
fant occupying both horns. Cesarean section 
with mother and infant in good condition. 

4. Multiple large degenerated fibroids ob- 
structing labor at term. Hysterectomy with 
mother and child living and well. 

The object of this paper shall be to demon- 
strate by clinical reports some outstanding ex- 
amples of abnormal obstetrical conditions which 
require major surgical intervention. 

The majority of deliveries are properly con- 
ducted by the general practitioner. However, the 
advent of unusual symptoms demands immedi- 
ate consultation with an obstetrician ; a successful 
termination of the pregnancy depends upon ob- 
stetrical judgment as much as it does upon sur- 
gical skill. 

In his presidential address to the American 
Association of Obstetricians, Gynecologists and 
Abdominal Surgeons in 1932, Dr. Walter T. 
Dannreuther said: 

1. “The obstetrician who does not do the 
surgery of the lower abdomen is hardly com- 
petent to do the major abdominal work of ob- 
stetrics. 

2. “The gynecologist who is not in intimate 
contact with all phases of obstetrics has lost much 
of his perspective in operating on women of the 
child-bearing period.” 

The observance of and adherence to the re- 
quirements therefore constitute a definite indica- 
tion for special training in a restricted field 
beyond the limits of general surgery. 

Pregnancy is a potential surgical emergency ; 
the obstetrician must have his mind always de- 
cided on a definite line of action to follow in case 
of any sudden complication which may arise. 

The following incidents will serve to indicate 
the seriousness of certain conditions and to em- 
phasize the necessity for radical measures. 

Case. r. Mrs. J. began her menses at the age of 
twelve and has since been quite irregular, varying 
from three weeks’ to four months’ intervals with dura- 
tions of from one or two days up to three or four 
months. They were painless and usually profuse in 
amount. 

At thirteen years of age, Mrs. J. was curetted and 
at sixteen she was again curetted and the abdomen 
opened and one ovary and the appendix removed. She 
married at twenty years of age. At twenty-five years, 
she was again curetted. None of these procedures or 
medical treatment which was administered gave more 
than temporary relief from menstrual disturbance. 

When twenty-nine years old, Mrs. J. had her last 
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menstrual period on July 16. On August 26 (while 
away on a vacation), she was seized with a sudden 
severe pain in the vagina. Heat applied to the abdomen 
gave relief in one hour. Two days later a second 
attack of pain, this time in the hypogastric region, was 
relieved by cathartics. On the night of September 6, 
severe abdominal pains were relieved by spirit of pep- 
permint and she slept. Pains returned the next morn- 
ing and extended to the right chest. The pain was 
aggravated by motion and relieved by heat applied 
over the abdomen. 

Upon her return to Chicago, I first saw Mrs. J. on 
September 20. The uterus was distended almost to 
the umbilicus. Bimanual examination was difficult to 
make and inadvisable. Six days later, complaining of 
pain and fullness in the supra-pubic region and distress 
upon defecation, urination or exertion, she entered the 
hospital. 

Laboratory reports were negative except for a slight 
anemia; the red cell count was 3,750,000 with 80% 
hemoglobin. 

A laparotomy on September 26 disclosed a uterus 
about five months’ pregnant, with a rent through a 
necrotic streak down the posterior wall, through which 
protruded the transparent amnion displaying the fetus. 
A supra-cervical hysterectomy was performed, which 
was followed by an uneventful recovery. 

Case 2. Mrs. M. was born on March 25, 1903, and 
was married at the age of eighteen. Her first baby, an 
eight-pound girl, was born June 1, 1923; her second 
child, a six-and-one-eighth-pound girl, on January 17, 
1925. Both girls are healthy. 

September 15, 1924, was Mrs. M.’s last menstruation. 
Her health was good; she weighed 135 pounds. On 
December 15, she had a bloody vaginal discharge, with 
frequent recurrences during the next sixty days. On 
two occasions, there was a profuse gush of blood. 
During these two months, she also complained of ex- 
treme weakness, excruciating pelvic pains, dyspnea, 
fainting spells, and blurred vision. 


lig. 1. Anterior surface of fibroid uterus after delivery 
of living child, placenta still in situ, cord protruding. 
Case 4. 
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Fig. 2. Posterior view of uterus with multiple large 
and small fibroids removed at cesarean section. Case 4. 


On February 15, Mrs. M. entered the hospital. Her 
weight was 98 pounds; a loss of 37 pounds had oc- 
curred in two months. Red cells numbered 3,600,000, 
the hemoglobin was 75 per cent. and the urine was 
negative. On the following morning, I opened the 
abdomen and found the five months’ pregnant uterus 
studded over, beneath the serous coat, with purple 
colored papules, varying in size from 2 to 5 mm. The 
uterus was removed with its contents intact and deliv- 
ered to the pathologist, who reported: 

“The blood vessels of the symmetrically enlarged 
uterus are dilated and congested; beneath the serosa, 
in the upper half of the uterus are small yellowish, dark 
red spots, sharply demarked, rather soft and on sec- 
tion appear red and contain blood. 

“Microscopical sections through the fundus show a 
rough inner surface, the muscle is extensively infiltrated 
by cords and nests of Langhans’ cell masses extend- 
ing directly out into the wall with destruction of in- 
filtrated muscle fibres. 

“A diagnosis of chorioepithelioma is established by 
the type of infiltration and destruction of muscle cords 
and nests of atypical epithelial cells derived from Lang- 
hans’ cells of the villi.” 

There has since been no evidence of recurrence of 
her malignancy and today, after nine years, her gen- 
eral health is good and she weighs 165 pounds. 

Case 3. Mrs. L. was born October 4, 1900. Her 
menses began at the age of thirteen and were always 
regular, painiess, moderate in amount and of five days’ 
duration. She was married in 1920. Her period of 
February 1, 1926, was abnormally prolonged, scanty, 
dark in color and clotted; backache was frequent. 

On April 5, 1926, examination revealed a slightly 
enlarged uterus, with an attached soft mass extending 
to the !eft which I considered to be a tubal pregnancy. 
The following day, a laparotomy revealed the mass 
as a left horn pregnancy in a bicornate uterus. The 
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abdomen was closed, but nine days later she aborted 
a fetus of two months’ size. 

The patient’s health remained normal and her periods 
regular until October 26, 1928, when the second preg- 
nancy started. Life was felt on March 12, 1929. There 
was slight bleeding during the first trimester and 
again on June 21. At the latter time an x-ray showed 
the fetus occupying both horns, as if it rested in a 
hammock, with the head and arms in the left and 
breech in the right. 

The next day I delivered, by Cesarean section, a 
baby girl, which weighed four and three-quarter pounds ; 
the placenta weighed one and one-half pounds and 
occupied the lower uterine segment. 

Seven days after delivery, a severe hemorrhage oc- 
curred from the placental site, with symptoms of pallor, 
blurred vision, thirst, air hunger, tingling of the skin 
and with a red blood count of 1,700,000 and hemoglobin 
too low to register. A pint of the husband’s blood 
was used for tranfusion. Recovery was prompt and 
at the end of three weeks in the hospital, mother and 
child went home in good condition. 

Subsequent history: One year later, pregnancy pro- 
gressed to term, with the placenta again filling the 
lower uterine segment and the fetus occupying both 





Fig. 3. Medial section of uterus from case 4, showing 
many interstitial fibroids, cystic degeneration of a 
large one. Placenta and cord intact. 


horns, but with reversed position—the breech in the 
left, and head and arms in the right horn. At this 
time, I delivered a male baby and removed the uterus. 
The baby has since died; the mother is living and well. 

Case 4. Mrs. T., aged 38 years, had been married 
fifteen years. Her history gives no record of surgical 
operation, accident, previous illness or pregnancy. Her 
menses began when she was fourteen years old and 
had been regular and of two and one-half days’ dura- 
tion and not profuse in amount. 

On October 12, 1928, Mrs. T. had her last period. 
I first saw her on May 26, 1929, previous to which 
time she had been under a physician’s care for several 
weeks on account of swollen feet and headache. At 
this time she had a generalized edema, her urine was 
loaded with albumin and casts and her systolic pres- 
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sure was 180 and at times above 200. She complained 
of weakness, epigastric pains, and blurred vision: she 
could not distinguish objects ten inches distant. With 
rest in bed and digatalis, the dropsy disappeared and 
her blood pressure gradually fell to 135/75. 

On July 1, 1929, a midline incision was made. The 
panniculus was very edematous and about two quarts of 
free fluid was removed from the abdomen. I delivered 
a four-pound female baby, and leaving the placenta 
in the uterus, I did a supra-cervical hysterectomy. In- 
vested in this uterus were twenty fibroids, varying in 
size from a small marble to a football; the largest one 
was honeycombed throughout by cystic degeneration. 

Mother and child have since remained in good health, 
which goes to prove that prolonged sterility and mul- 
tiple large fibroids are not necessarily a bar to ma- 
ternity. 


These four case reports favor the proposition 
that obstetrics comprise a distinct branch of 
surgery which, with manual assistance, forceps 
application, cervical repair, and the toilet of the 
perineum, is of sufficient importance to be con- 
sidered as a specialty which certainly is surgical 
in application. 

It is thought desirable and advisable, if feas- 
ible, that the Illinois State Medical Society 
should incorporate in its program, a department 
of obstetrics since obstetricians are not interested 
in general surgery nor in industrial surgery 
which includes so much discussion outside of 
our field of limited specialty. 

5708 Harper Avenue. 


DISCUSSION 

Dr. Frank F. Maple, Chicago, Ill.: A few years 
ago I heard Dr. Gill read a paper covering his findings 
pathologically in 500 obstetrical cases delivered in the 
home. The pathological findings in these 500 cases 
were as they were summed up on that evening con- 
siderable. Five hundred cases are a_ considerable 
number of cases and delivered in the home they repre- 
sent a considerable amount of work. Dr. Gill’s sum- 
marization that night made us believe that he was a 
good obstetrician and for the many years that I have 
known Dr. Gill I believe and we still think he is a 
good obstetrician. 

Many of the universities will argue about whether 
or not they should include as a heading for one of 
their departments Obstetrics and Gynecology or else 
separate the departments and make them one for Ob- 
stetrics and one for Gynecology. But, if the gynecol- 
ogist is going to understand the anatomy of the child- 
bearing woman, he must also be an obstetrician. So, 
in the program of the American Medical Association 
we head it Gynecology, Obstetrics and Abdominal Sur- 
gery, believing that the gynecologist must know ab- 
dominal surgery. 

I heard Dr. Murphy sitting right here testify only 
a few years ago that no surgeon should operate on 
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any kind of simple case of appendicitis unless he is able 
to handle any of the complications that that case of 
appendicitis or any other case of appendicitis might 
put up to him; because he doesn’t know from the out- 
side whether that case is a simple appendicitis or one 
that will show considerable complications once he is in 
the abdomen. And when we consider all of the clinical 
contingencies which may have preceded this obstetrical 
case, we can see that we may be confronted with con- 
siderable abnormal anatomy once we are in the ab- 
domen. Appendicitis with its various complications may 
be one of the things that complicates this obstetrical 
risk for which we are now invading the abdomen. 
We may find massive adhesions and removing these 
massive adhesions we may do bowel obstruction. We 
should be able to repair such bowel obstructions. I 
don’t think many of us have done abdominal surgical 
operations without unsuspectingly getting into some- 
body’s bladder, and we should be able to repair that 
bladder. 

As to difficulties in diagnosis, I am sure with those 
four cases Dr. Gill cited, they were probably diag- 
nosed before he operated on them. I haven’t been 
so fortunate in cases I have operated on, and particu- 
larly, I am thinking of ectopic pregnancy. In one of 
the text-book cases I so well remember, honestly there 
was nothing missing in this history, and we say we 
are justified in operating on ectopic pregnancy on his- 
tory alone. We are told we can make a diagnosis 
of ectopic pregnancy on the history and make it very 
definitely. Sometimes we can and sometimes we can’t. 
In this case that I so well remember, there was no 
pathology, when we explored the abdomen. We don’t 
know yet how to account for her symptoms because 
she had no underlying pathology. 

Surely horn pregnancy is one which has happened 
in Dr. Gill’s cases. They present great difficulty of 
diagnosis. And I believe that only a few of the ob- 
stetricians will be fortunate enough to diagnose any 
great percentage of his horn pregnancies. Even threat- 
ened abortion is something that happens probably to 
every multiparous woman. But it is simple in its diag- 
nosis. But we don’t know whether this threatened 
abortion is ectopic in nature or whether there is some 
other reason for the bleeding in this particular case. 

As to myomata, probably every gynecologist should 
operate. A myomatous uterus is associated unsus- 
pectingly with pregnancy. Surely the mistake has 
been made as frequently in the past and is probably 
being made today, and perhaps the obstetrician and 
gynecologist of the future will not be so much better 
than the rest of us that they won’t still make the mis- 
take. Even a retroflexed uterus gives us errors, and 
makes probable errors of diagnosis. 

Gall bladders are not entirely out of the field of 
symptoms that present themselves as being referred 
to this organ in the lower abdomen. 

I would suspect that the first case Dr. Gill re- 
yorted of a ruptured uterus for five months was a 
case of hypo-pituitarism, that we see in the under- 
developed, probably accounting for the poor circu- 
lation and disturbed anatomy which wouldn’t allow 
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a full term pregnancy to take place within the cavity 
of such a uterus. , 

That gives us difficulties of diagnosis. I have had 
plenty of them. I have made my proportion of mis- 
takes and I am afraid I will not be entirely armor- 
proof from this time on. I am sure that we should 
demand that the perfect obstetrician should be able 
to take care of practically any situation in the abdomen, 
and surely in the lower abdomen, which may con- 
front him, when he has opened the abdomen. The sur- 
geon demands that of the man who is facing what 
we suppose to be a simple appendectomy, and we can 
demand no more of the obstetrician. 

Dr. Gill (in closing): I have just a few minutes’ 
time at my disposal. I have some slides which might 
advantageously demonstrate some of the conditions 
which we had here mentioned. (7 slides are shown.) 

I want to thank Dr. Maple for his kind discussion 
in this paper. I wish to say merely that obstetrics 
needs more men who specialize in this line of work; 
men to take care of the vast amount of pathological 
material which goes to the general practitioners and 
which they, the general practitioners, are not properly 
prepared to handle; now, if this Society can have 
the program for this work, I am sure they will find 
enough men interested in the subject to furnish papers 
and furnish material to make it worth while for every 
one concerned, but especially for those men who are 
interested in, or who practice obstetrics particularly. 





TREATMENT OF VERRUCAE BY LOCAL 
INJECTIONS OF BISMUTH 
HArRoLpD SHELLow, M. D. 

CHICAGO 


The results of the treatment of verrucae have 
always been uncertain, as is shown by the number 
of methods which have been recommended. 
While it is well recognized that the best results 
have been obtained with the use of radiotherapy, 
this measure is not always available and is not 
invariably successful. It is for this reason that 
the measure to be described was developed. 

The use of heavy metals for the treatment of 
verrucae, particularly mercury and arsenic in the 
form of arsphenamine, have been reported as 
giving a high proportion of favorable results. 
C. J. White’ and Howard Fox? successfully used 
mercury internally. Sutton* found  sulphar- 
sphenamine beneficial as did Lindsay* neo- 
arsphenamine. In 1932, Lurie’ recommended 
intramuscular injections of bismuth for the treat- 
ment of verrucae. It was felt that if the metallic 
element itself was responsible for cures, the local 
use of the same drug might be of equal or greater 





From the Department of Dermatology, University of Illinois, 
College of Medicine, Service of Dr. Francis E. Senear. 
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value. As a result, a series of cases was treated 
in this way. 

Since bismuth had been used intramuscularly 
in the palmar and plantar varieties of verrucae, 
the local method was first tried on these types 
and later extended to all varieties. It was felt 
that a soluble form of the drug could be more 
advantageously used. 

The aqueous 1.5 per cent. solution of bismuth 
sodium tartrate was selected and employed in the 
following manner: the skin about the lesion is 








will be procured. From 1% to 2 minims are 
injected, according to the size of the lesion. 

In from 1 to 3 days after the injection of the 
bismuth preparation, a dark hemorrhagic area 
appears, visible through the keratotic surface. 
This denotes that the drug has “taken.” In the 
markedly keratotic hard type of ordinary verruca 
vulgaris this phenomenon may not always be 
seen. In most cases, from 1 to 3 days after the 
first injection there has been either a complete 
cessation or a marked diminution of pain. The 








Fig. 1. Left: Painful verruca of palm showing erythematous border. Right: Appearance 6 weeks 
following one injection of bismuth locally. 


prepared by washing with soap and water, then 
iodine and alcohol are applied. Using a fine hypo- 
dermic needle, the skin is pierced just outside the 
zone of hyperkeratosis and directed downwards 
and inwards towards the base of the verruca at the 
most active point, keeping the end of the needle 
just above the corium. It will be found that it 
is very difficult to inject the solution and a good 
deal of force is required because of the resistance 
of the tissue. Unless this resistance is felt, the 
solution will not be injected at the proper site. 
If the solution enters easily, as a rule no results 





peripheral redness that so often accompanies the 
painful verruca disappears in from 2 to 7 days. 
All papillomatous lesions flattened out decidedly 
after the first injection, and in the plantar or 
palmer types, the surface became smoother. It was 
noted in six instances of deep-seated, non-ele- 
vated lesions of the palms and soles that after 
the first injection they became elevated and papil- 
lomatous, but this was followed by complete 
disappearance with subsequent injections. 

If within 7 to 14 days following the appearance 
of the hemorrhagic center the top of the verruca 
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has not come off or the central portion has not 
fallen out, the keratotic tissue can be removed to 
determine if any activity is still present. In 
most instances, after a lapse of 14 to 17 days 
following the initial injection, the removal of this 
hemorrhagic keratotic center reveals an under- 
lying normal appearing epidermis. If after 2 
weeks of further observation, an active verrucous 
tissue is seen, the lesion can be reinjected. 

All verrucae were observed from a period of 
4 weeks to 3 months but due to the irregu- 
larity in attendance of some patients, the exact 
time for complete cure was not determined in all 
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firm pressure. No lesions required more than 
total of 3 injections. 

A total of 97 lesions occurring in 73 patients 
were injected, most of them having been pre- 
viously treated by other measures—89 were 
cured, 5 improved, and 3 showed no improve- 
ment; 67 lesions were of the painful palmar or 
plantar variety, 1 of these being unaffected by 
treatment, and 2 were improved; 18 verrucae of 
the vulgaris type occurring on the dorsum of the 
hands or feet disappeared, 3 were improved, and 
1 did not respond. Of the 97 lesions treated by 
the local method, 42 required but 1 injection, 37 





Fig. 2. Left: Two painful lesions with wide hyper-keratotic peripheries. Right: Show- 
ing appearance after 2 injections of bismuth locally. The central verruca which had not 
completely disappeared required one additional injection. 


cases. The epidermis was usually normal in 
appearance in from 4 to 8 weeks following 
the first injection. In many cases, hyperkeratosis 
persisted in the peripheral portion of the lesion 
following the rapid involution of central activity 
and this was treated with a 20 per cent. salicylic 
acid ointment. It was noted that in those cases 
in which activity was still present after the first 
injection, the pain, if not entirely gone, was 
aimost negligible and was only elicited upon very 





needed 2, and 18 disappeared after 3. One case 
of multiple papillomatous verrucae on the glans 
and corporis penis which had not responded to 
any previous methods was cured by the local 
injections of bismuth as were 2 cases of multiple 
papillomatous, rough-topped lesions on the dor- 
sum of the hands. 

It is, of course, well known that verrucae will 
frequently involute following any type of trauma. 
In an attempt to determine the influence of this 
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factor alone, 32 lesions were injected locally with characteristic hemorrhagic center; 18 of these 
normal saline instead of bismuth; 29 of these were of the palmar and plantar type, and 14 were 
showed no change after 3 injections, while 3 of the vulgaris type. 

lesions disappeared. None, however, showed the An attempt was made to employ injections of a 





Fig. 3. Left: Appearance of lesion following 10 intramuscular injections of bismuth. 
Right: Appearance 4 weeks following the use of bismuth locally. 








Fig. 4. Left: Lesion which had recurred several times following the use of various 


methods except radiotherapy. Right: Showing results 5 weeks following one injection 
of bismuth locally. 
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1 per cent. bichloride of mercury solution as a 
further contro) but this practice was discontinued 
because of the extreme pain produced by the 
injection of this drug. 

In another series, 18 cases were studied to 
determine the effect of the administration of 
bismuth intramuscularly. In these cases the 
insoluble salt of potassium bismuth tartrate with 
butyn was given; 0.2 Gms. in adults and 0.1 Gm. 
in children. Of the 18, 4 were cured, 1 improved, 
and 13 showed no results in from 5 to 13 injec- 
tions. All of those that did not respond to the 
intramuscular method cleared up with local in- 
jections. It is interesting to note that one patient 
while under treatment by intramuscular injec- 
tions for verruca plantaris developed 4 new 
lesions of the same type. 

In two patients with verrucae vulgares who 
had received antisyphilitic treatment with neo- 
arsphenamine, mercury, and bismuth over a 
period of many months there was no involution 
of the lesion and one patient with verrucae devel- 
oped more lesions while receiving antisyphilitic 
therapy. All of the verrucae disappeared 
promptly following local injections of the lesions. 

The local injection of verrucae with bismuth 
solution is not intended to replace the other 
methods of treatment but offers a simple and 
satisfactory measure giving results which com- 
pare very favorably with those secured by any 
other means of treatment. The relief of pain 
which is obtained shortly after the injection in 
every case, is at least equal to the analgesic effect 
resulting from the use of radiotherapy and par- 
ticularly recommends the use of this measure in 
cases with painful lesions, especially where x-ray 
and radium cannot be employed. An outstand- 
ing feature was the response to this method in 
cases in which verrucae had either failed to in- 
volute or had recurred following the use of other 


measures. 
SUMMARY 


1. A series of all types of verrucae were 


treated by injecting an aqueous 1.5 per cent. solu- 


tion of bismuth sodium tartrate locally. Cures 
were obtained in 91.7 per cent. of the lesions, the 


best results occurring in the plantar or palmar 
‘ypes. 

2. Traumatization by injections of saline were 
used as a control with cures in 9.3 per cent. 
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3. A series of cases treated by the intramus- 
cular injections of bismuth resulted in 22.2 per 


cent. cures. 


185 North Wabash Ave. 
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GASTROINTESTINAL OBSTRUCTION 
SIMULATING MALIGNANCY 
FRANK DENEEN, M. D. 
BILOOMINGTON, ILLINOIS 

The diagnosis of malignancy in the gastroin- 
testinal tract is frequently made upon the as- 
sumption that surgical interference may be a 
benefit to the patient while procrastination will 
be disastrous. The object of this paper is to 
show that preoperative diagnosis of malignancy 
and operative diagnosis of the same type is fre- 
quently proven erroneous by the subsequent his- 
tory of the patient. What we should attempt to 
do is to try and make a differential diagnosis be- 
tween malignant and non-malignant obstruction 
because the majority of the non-malignant types 
will improve under medical care and be in much 
better shape afterwards. 

In the region of the cardiac end of the stomach 
we have seen the diagnosis of malignancy made 
even by the bronchoscopists and have seen the 
patient survive and get well without any surgical 
or Roentgen ray interference. The differential 
diagnosis between cardiospasm and malignancy 
should be relatively easy with the x-ray. I have 
had two cases in which there was a twisting of 
the lower end of the esophagus, one of unknown 
origin and the other following pneumonia with 
Jung abscess, and the diagnosis of malignancy 
was made by the attending physician following an 
esophagoscopy without an x-ray examination of 
the chest. Both of these patients have survived 
the time in which death should have taken place, 
one of them eleven years. 

At the pyloric end of the stomach we have had 
several cases in which a diagnosis of pyloric ob- 





Read before Section on Medicine at Annual Meeting of Ili- 
nois State Medical Society at Springfield, May 16, 1934. 
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mus- struction with tumor formation was made. Two of age and in very excellent health, and the other 
per of these did not submit to operation, one of them has since died from an intercurrent infection but 
of eight years’ standing, is now seventy-five years whose obstruction completely disappeared. We 

have also seen some in which the diagnosis was 


Fig. 1. Diagnosis: Malignancy of the esophagus 


thirteen years ago. Patient still alive and well. = . , 
ee Fig. 3. Six-hour residue stomach. Operated on and 


closed up and report sent to the family physician that 
he would die in two or three weeks. Died nine years 


later of hemiplegia. 


Fig. 2. Diagnosis: Adhesions pulling esophagus to Fig. 4. Twenty-four hour residue. Exploratory lapa- 


the right inducing obstruction of the cardiac end of the rotomy. Surgeon made diagnosis of inoperable carci- 
stomach, Esophagoscopy revealed normal mucous mem- noma in 1927. Patient alive and pursuing original 


brane, occupation, 
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Fig. 7. Same patient as previous number. Taken six 
hours later. Patient in good health pursuing gainful 
occupation. 


Fig. 5. Twenty-seven hour residue. Cardiospasm se — x inful 
with edema. Has hed three similar attacks. Patient YJOS** “OOF Che man 1s em pees * ee 


still alive and in good health. occupation without any gastric distress. 
Another case whose stomach I first observed 


; ee sixteen years ago was subsequently operated upon 
made on the operating table confirming the x-ray = 8 q ies P 


diagnosis. One of these was fourteen years ago 
upon whom I made the diagnosis and the patient 





was operated on by surgeons in another institu- 
tion. The abdomen was closed without doing 
anything to the stomach and the man is still 
farming in Northern Indiana. One case similar 


was operated on by one of our group and seven 





Fig. 8 Diagnosis of carcinoma of sigmoid made else- 
where in 1929. 

Diagnosis: Multiple diverticuli. Patient treated for 
this. Patient in good health and still practicing medicine. 





Fiz. 6. Multiple polypus of the stomach, 1928. 
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in Minnesota and only an exploratory operation 
was performed. He was given a prognosis of 
three weeks to live. He died nine years later of 
an intercurrent infection without any further 
trouble from the stomach. 

Multiple polyps of the stomach will cause fill- 
ing defects that can easily be mistaken for malig- 
nancy. I had one case in which the man would 
submit to nothing and is now 5 years later in 


Fig. 9. Diagnosis: Carcinoma with obstruction made 
in 1933. Patient still alive and in good health. Re- 
lieved of symptoms. 


good physical condition and his stomach is giv- 
ing him no trouble whatever. 

One man had a diagnosis elsewhere of obstruc- 
tion of the transverse colon which later proved 
to be a result of a gall bladder condition with 
the gall bladder extending and pressing the wall 
of the colon. This man refused to submit to op- 
eration on the gall bladder four years ago and 
was seen just recently for another condition and 
stated he no longer has any trouble with the 
colon. Multiple diverticuli will also cause sim- 
ilar findings to that of malignancy but the re- 
peated use of barium enema pictures in con- 
junction with belladonna will sooner or later con- 
firm the diagnosis. 

In the region of the rectum inflammatory 
processes, such as amebic dysentery, cause a 
granuloma which extends well up the wall of 
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the sigmoid and produces a smooth contour in 
distinct contrast to the rough irregularity of a 
malignancy. Polyps of the rectum will show 
filling defects with the x-ray and along with the 
history of bleeding and pain frequently leads to 
a diagnosis of malignancy but the use of the 
sigmoidoscope will prove the diagnosis and the 
patient will get well by simply removing the 
polyps. 

The object of this paper is to bring out the 
fact that there is quite a degree of error in diag- 
nosis of malignancy. It is impossible to state 
this in percentage but it is quite evident that 
these unavoidable errors would likewise give rise 
to reports of cures of malignancies by various 
methods when as a matter of fact malignancy 
did not exist and so | believe it is necessary to 





Fig. 10. Diagnosis had been made of carcinoma of 
the rectum. Sigmoidoscopy revealed multiple polyps 
on one pedicle. Removed and patient well. 


make a more accurate diagnosis before conclu- 
sions can be drawn as to the results of malignant 


therapy. 
DISCUSSION 


Dr. F. O. Fredrickson, Chicago: This paper is in- . 
deed interesting, especially the method by which Dr. 
Deneen has presented his subject. 

Speaking of obstruction, particularly obstruction of 
the pyloric end of the stomach due primarily to peptic 
ulcer, and in which the patient is constantly regurgitat- 
ing food and material and at times vomiting the clear 
gastric secretion, one may think of malignancy. These 
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patients may be emaciated and lose considerable weight. 
The obstruction in many of these cases is due to the 
spasin or edema of the pylorus, or there may be an 
increased night secretion. In the proper treatment of 
these cases, by means of neutralization and nightly 
aspiration the amount of retained stomach contents 
may in many instances be reduced from 600 to 700 c.c. 
over a short period of time to a very small amount, 
thereby avoiding surgical intervention. 

With regard to obstruction of the esophagus, Dr. 
Deneen mentioned cardiospasm, not usually requiring 
surgical measures, intrinsic causes as benign tumors, 
cicatricial tissue, etc., also extrinsic causes as pressure 
from aneurysm of the aorta, enlarged mediastinal 
glands, and at times pericarditis with marked effusion. 

Dr. Deneen has mentioned the spasm of the colon 
which is very common in spastic colitis in exceedingly 
nervous patients, and considered that question very 
carefully, indicating roentgenologically that the admin- 
istration of antispasmodics, such as atropine, will re- 
lieve these spasms and the apparent obstruction. 





THE PRESENT TYPHOID FEVER 
SITUATION IN ILLINOIS 
B. K. RrcHarpson 


Chief, Division of Public Health Instruction, State Department 
of Public Health 


SPRINGFIELD, ILLINOIS 

The downward course of typhoid fever during 
the last quarter of a century represents one of 
the outstanding achievements in the whole his- 
tory of sanitation and the practice of preventive 
medicine. Indeed it is difficult to appraise ac- 
curately the magnitude of social and individual 
benefit that has derived from control over this 
disease in Illinois alone. If typhoid fever had 
been as prevalent last year in Illinois as it was 
at the turn of the century the number of sick 
from that disease would have been greater than 
the entire population in any one of more than 57 
counties. Approximately 30,000 people would 
have had the disease, a number greater than the 
population in any but the 16 largest cities of 
the State. 

Mortality from typhoid fever would have been 
measured ‘in figures only slightly less striking. 
In 1904, for example, only one county reported 
no deaths from this disease. Last year 53 coun- 
ties had a clean record in this respect. In 1904 
no less than 82 counties experienced death rates 
from typhoid fever in excess of 5 per 100,000 
population, Last year only 23 counties had rates 


Nead before Section on Public Health and Hygiene at annual 
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in that category. It may be said, therefore, that 
sanitation and other preventive measures actu- 
ally prevent an average of more than 25,000 cases 
of sickness and upwards of 2,000 deaths from 
typhoid fever annually in Illinois. If health de- 
partments did nothing else this work alone would 
fully justify their existence and the expenditure 
of all funds appropriated therefor. 

The trend of typhoid fever in Illinois has been 
steadily downward. Since 1904 the death rate 
has declined from 37.7 per 100,000 population to 
1.4 in 1933. This is a reduction of 96 per cent. 
The number of deaths fell from 1882 in 1904 to 
110 in 1933. 

Unfortunately the improvement has not been 
uniform from a geographical standpoint. For- 
merly the larger cities experienced the highest 
prevalence and mortality rates. Now the high- 
est rates prevail in small communities and rural 
districts. Out of 1,633 cases reported during the 
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TYPHOID OASES IN ILLINOIS - BY YEARS 
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Chart 3. 


last two years no less than 1,015 were in com- 
munities of less than 5,000 inhabitants and on 
the farms. The highest prevalence was in com- 
munities of less than 1,000 population, with case 
rates of 33 per 100,000 population in 1933. Next 
comes municipalities of from 5,000 to 10,000 
with an average rate of 19, followed by communi- 
ties in the 1,000 to 5,000 range and strictly rural 
areas with rates of 17 and 15 respectively. For 
cities with over 10,000 population the prevalence 
rate in 1933 was only 4. These rates cor- 
responded exactly with the prevailing sanitary 
conditions in respect to sewage disposal, water 
supplies and milk supplies. 


Cases of Typhoid Per 100,000 Population. 
1933 1932 

Population Groups Rate Cases Rate 
Under 1,000 33.2 123 37.1 
5,000 to 10,000 19.0 113 28.6 
1,000 to 5,000 16.9 153 25.4 
15.1 327 24.3 

Over 10,000 
(Exclusive of Chicago).. 215 4.3 215 4.3 


Another interesting phase of the geographical 
distribution relates to larger areas. If the State 
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is divided about equally into three districts, the 
northern, central and southern, it is found that 
typhoid fever prevalence in the 35 southern 
counties ranges from eight to twelve times greater 
than that in the 33 northern counties and more 
than twice that in the central counties. The 
downward trend in the southern portion, more- 
over, has been at a lesser degree and more sub- 
ject to fluctuation than that in either the north- 
ern or central areas. The 1933 mortality rate 
in the southern third of the State was 5 per 100,- 
000 population against a rate of 2.3 in the 
central and 0.6 in the northern third. When 
Chicago, which usually has an exceedingly low 
rate from typhoid fever, is excluded from con- 
sideration, the northern third experiences a mor- 
tality almost identical with that in the central 
third, a rate of 2.3 in 1933. 

This geographical inequality, which is not con- 
fined to Illinois, relates directly to the adequacy 
of control measures. During the last twenty-five 
years, for example, the death rate from typhoid 
fever in Kentucky declined from 46 to 12 while 
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in North Carolina, a state quite similar in cli- 
mate and population, the rate went down from 
69 to 4. During the same period the rate in 
Illinois was reduced from 16 to 1.7 while that 
in Missouri fell from 32 to 5. Thus the rate in 
Illinois and North Carolina was reduced by 94 
per cent while that in Kentucky declined only 
74 and that in Missouri only 84 per cent. These 
are significant differences for states comparable 
with respect to latitude and population. 

The southern third of Illinois, which experi- 
ences a higher typhoid rate than the remainder 
of the State, is more sparsely settled, has fewer 
public water supply systems in proportion to 
the population, has a lower per capita income 
and a larger number of insanitary privies than 
These conditions doubtless 
have a direct relation to the higher typhoid rate. 
The lack of sanitation makes possible the spread 
of typhoid through seepage water from privies, 
by flies and through milk contaminated by 


the other sections. 


carriers. 
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The age distribution of typhoid fever indicates 
that this is a childhood disease to a much greater 
degree than is ordinarily supposed. The highest 
incidence occurs among children in the 10 to 14 
age group while the rate among children in the 
5 to 9 group is but slightly lower than that in 
the 15 to 19, and exactly the same as that in 
the 20 to 24 group. 

Cases of Typhoid by Age, 1932 and 1933, Down-State 
Illinois. 
Under 5- 10- 15- 20- 25- 30- 35- Over 
5 9 14 19 24 29 34 44 44 Total 
71 249 279 254 216 133 92 142 154 1590 
Annual Rate 
per 100,000 > 31 35 34 31 20 15 11 18 


Deaths per 
100 cases 11.6 3.9 6.2 13 13.1 15.8 15.3 16.1 36. 11.4 


The incidence rate of typhoid fever in down- 
State Illinois during the last two years has 
ranged from 31 to 35 per 100,000 among people 
between four and twenty-five years of age. For 
the twenty-five to twenty-nine age group the rate 
dropped to 20 and declines rapidly as age ad- 
vances to higher levels. Based upon the experi- 
ence of the last two years, it appears that the 
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TOTAL TYPHOID LABORATORY TESTS 
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chances of acquiring typhoid fever after age 30 
are quite remote. This analysis indicates that 
preventive efforts should be most fruitful, under 
present conditions, if applied chiefly to children 
and particularly those from 10 to 20 years of 
age. 

The liability of fatal termination is least 
among children in the 5 to 9 age group and great- 
est among people over 44. Only 4 out of each 
100 patients in the 5 to 9 group fail to recover 
while 36 out of each 100 patients among people 
over 44 succumb to the disease. The proportion 
of fatal cases among people between these age 
groups varies from 6.2 per 100 in the 10 to 14 
group to 16 per 100 in the 35 to 44 age group. 
For children under 5 years of age the proportion 
of fatalities is high, 12 per cent. 

The general fatality rate from typhoid fever 
since 1917 has varied from 39 to 13 deaths per 
100 cases reported. There were 22, 39 and 38 
deaths per 100 cases for the years of 1917, 1918, 
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and 1919, respectively, while for 1931, 1932 and 
1933 the rate of fatal termination was 16, 13 
and 14, respectively, per 100 cases. This decline 
in the proportion of fatal cases is doubtless due 
to more complete notification during recent years. 
This improvement in case reporting is mani- 
festly of the greatest importance to effective con- 
trol procedures. 

A striking illustration of the increase in extra- 
sanitary control procedures is found in the vol- 
ume of diagnostic laboratory tests and the 
amount of vaccine distributed by the State De- 
partment of Public Health. In 1917 there were 
three times as many cases reported as there were 
tests for typhoid fever made in the laboratories 
of the Department. The next year there was 
slightly more than one diagnostic test per case. 
From 1918 to 1926 the ratio of tests to cases 
average about 3 to 1. Since that year the pro- 
portion of tests to cases has increased until in 
1933 there were 10.6 diagnostic tests for each 
case of typhoid fever reported in down-State 
Illinois. 
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Tests Made for Typhoid in the Diagnostic Laboratories 
of the State Department of Public Health. 


Widal and Cultures Fecal and 
Urine Total 

Number Per Case 
794 ° 794 
1,695 1,695 
2,950 2,950 
5,260 - 169 5,429 
6,939 f 478 7,417 
6,489 2,178 8,667 
5,771 3,070 8,841 
2,524 1,843 4,367 
4,209 2,613 6,822 
4,804 2,253 7,057 
6,948 1,945 8,893 
5,562 2,830 8,392 
5,797 1,874 7,671 
9,231 2,352 11,583 
8,834 3,256 12,090 
8,690 yA Ni 15,807 
8,239 11,250 19,489 


1917 
1918 
1919 
1920 
1921 
1922 
1923 
1924 
1925 
1926 
1927 
1928 
1929 
1930 
1931 
1932 
1933 

The number of fecal tests, moreover, which 
has been made in an effort to detect typhoid fever 
carriers has increased from 169 in 1920 to 11,- 
250 in 1933. The volume of these tests has in- 
creased enormously during recent years because 
of routine annual examinations on specimens 
from all pasteurized milk handlers and of food 


handlers at the State Fair. 

Vaccine distribution has increased with almost 
equal rapidity. In 1923 the amount of vaccine 
distributed by the State Department of Public 
Health was sufficient to immunize 8 people per 
case reported. By 1933 this proportion had 
risen to 30 immunizing doses per case. The vol- 
ume of vaccine distributed went up during the 
same ten years from 14,085 to 28,192 immuniz- 
ing doses. 


Immunizing Doses of Typhoid Fever Vaccine Dis- 
tributed by State Department of Public Health. 

Total Cases Per 

100,000 


Per Case 


1933 23,452 
1932 28,192 
1931 18,625 
1930 22,055 
1929 11,020 
1928 13,137 
1927 14,390 
1926 19,240 
1925 14,558 
1924 18,684 
1923 14,085 


As prevalence has declined the epidemiological 
investigations have grown increasingly difficult. 
The source of an epidemic outbreak is usually 
relatively easy to determine. This is not true of 
sporadic cases. During the last two years, for 
example, 1,482 cases were studied by medical 
officers on the staff of the State Department of 
Public Health. Of that number the source of 
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infection was definitely determined in only 291 
cases, slightly less than 20 per cent. It may he 
presumed that carriers were responsible for the 
bulk of the 1,191 cases, the sources of which were 
not determined. Secondary cases are compara- 
tively rare. About 1 in each 4 cases studied dur- 
ing the last two years was traced to another case. 


Sources of Infection, 1,482 Typhoid Cases Investigated 
in Illinois 1932-1933. 
Source of Infection 


Carrier 
Food Not 
Home Outside Handler Other Found 
1932 837 90 43 1 703 
1933 645 82 48 19 8 488 
Total 1482 172 91 20 8 1191 


Cases Cases 


The large percentage of undetermined sources 
of infection indicates the need of much more 
careful epidemiological service on the one hand 
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and more prompt notification of cases on the 
other. Frequently reports reached the State De- 
partment of Public Health only after the lapse 
of several weeks from the date of onset. Not in- 
frequently the first victim of the disease in a 
community has recovered ‘or died and several 
other cases have developed before information 
about the situation reaches the Department. This 
delay of notification frequently makes impos- 
sible the success of epidemiological study and 
leaves the community unprotected by adequate 
control measures. 

Under present-day conditions, milk and dairy 
products are more frequently the means of 
spreading typhoid fever than water. Since 1912 
there have been 33 outbreaks attributed to con- 
taminated milk in Illinois and only 23 attributed 
to polluted water. This is explained by the fact 
that sanitary supervision over public water sup- 
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plies and sewage disposal is more adequate than 
that over milk. Not only are public water sup- 
plies fewer in number, 544 compared with thou- 
sands of milk dealers, but human contact is much 
less intimate and frequent in the production and 
delivery of water than with milk. This increases 
the opportunity of contaminating milk and 
makes more difficult the task of supervision. 

Low incidence curves in typhoid fever make 
no difference in the seasonal trend. Almost in- 
variably the prevalence peak occurs in late sum- 
mer or early autumn. Whether cases are few or 
many the prevalence curve begins a sharp upward 
trend in May or June and rises steadily to the 
maximum . The decline as winter approaches is 
usually more precipitous than the upward course. 

This review of the present typhoid fever situa- 
tion points the way toward further control over 
the disease. Selective efforts concentrated chiefly 
in small communities and rural districts and par- 
ticularly in the southern portion of the State may 
be expected to yield fruitful results. In planning 
a program it must not be forgotten, moreover, 
that typhoid fever is predominantly a disease 
of children and youth. 


DISCUSSION 


Isaac D. Rawlings, Chicago: My discussion of this 
excellent paper by Mr. Richardson will be confined to 
Chicago’s experience with typhoid fever. 

In 1891, as a medical student in Chicago, I had the 
experience of seeing this disease at its highest peak 
when entire hospital wards at the Cook County Hos- 
pital, the Mercy Hospital and St. Luke’s Hospital were 
filled with patients with this disease. What was true 
of these three hospitals was true of all other hospitals 
in that city. 

In fact, typhoid fever in Chicago was then so prev- 
alent that much dicussion arose as to the necessity of 
postponing the proposed Columbian Exposition. Chi- 
cago, with one-third of its present population, had 
approximately 20,000 cases and almost 2,000 deaths from 
typhoid fever that year. Over 7 per cent. of all deaths 
in Chicago in 1891 were due to typhoid fever. This 
great prevalence was due to contamination of the drink- 
ing water taken from Lake Michigan, through sewage 
which was diverted into the lake furnishing the water 
supply. 

After the opening of the Drainage Canal, in 1900, 
the total deaths from typhoid fever decreased by one- 
half from 1900 to 1908, -as compared with the 8 years 
prior to 1900. This was due to the improvement of the 
drinking water supply by taking a part of the sewage 
out of Lake Michigan and sending it down the Drainage 
Canal. 

The death rate from typhoid fever for the years 1909 
to 1915, inclusive, was again cut in half by intercepting 
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all sewage north of the Calumet River and diverting 
this from the Lake Michigan water supply into the 
Drainage Canal, plus the chlorination of Chicago’s 
water supply during the latter portion of this period. 

Another marked decrease of more than one-half in 
the number of deaths from typhoid fever during the 
years 1915 to 1921 resulted through the almost complete 
pasteurization of the milk supply of Chicago. Since 
1916, there has not been one outbreak of typhoid fever 
traced to the milk supply. Since 1918, with the excep- 
tion of an outbreak of typhoid from oysters infected 
at their source and a sewage contamination at the 68th 
Street pumping station, Chicago’s typhoid problem has 
been chiefly the control of individuals who contracted 
their infection outside of Chicago, usually while on 
vacation. 

Eighty per cent. of all cases are hospitalized and all 
contacts in the home are immunized so there is left the 
problem of the control of the typhoid fever carriers in 
Chicago. For more than 12 years no typhoid patient 
has been discharged from quarantine and supervision 
until two successive examinations of stools and urine 
are found free from typhoid bacilli. Carriers are con- 
trolled by constant supervision so that they are kept 
from handling foods. The contacts in the home are re- 
immunized every two or three years. 

That progress is being made in the control of car- 
riers is shown by the fact that in 1926 there were 49 
typhoid carriers under close supervision, whereas at the 
close of the year 1933, there were but 34 known car- 
riers. In an effort to locate and control typhoid car- 
riers, the feces and urine of 2,500 food handlers have 
been examined during the past six years and in 1933, 
over 2,500 food handlers at A Century of Progress 
had similar examinations. As not one typhoid fever 
carrier was found by over 5,000 such examinations, I 
am of the opinion that in a community with a water 
and milk supply that is safe, with strict quarantine and 
termination requirements for cases, and with an ade- 
quate disposal of human wastes, the routine examina- 
tion of stools and urine of food handlers, other than 
those who handle milk, is unnecessary as a_ public 
health measure. 

In the past 7 years Chicago has had the enviable 
distinction of having the lowest average mortality from 
typhoid fever of any large city in the United States. 
In 1933, there were but 76 cases and 12 deaths. A 
record of but one death per month in 1933, as con- 
trasted with 166 deaths per month in 1891, when the 
population was only one-third that of Chicago’s present 
population, is an astounding accomplishment. In fact,* 
with continued vigilance and application of the control 
measures mentioned, the typhoid fever problem in Chi- 
cago is now of minor importance. 

Chicago’s experience confirms every statement made 
by Mr. Richardson as to correct measures for control 
and the results that may be anticipated. 

Dr. Gerald Cline, Bloomington, I1l.: As the essayist 
has shown, in the smaller communities throughout the 
down-state we also have typhoid fever. This especially 
has been in evidence the last year or so. Typhoid, like 


rheumatism, is a pediatric problem. 
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Mr. Richardson has given us statistical death rates 
throughout the State but he did not say anything about 


the complications of typhoid and here I wish to mention 
rheumatism as a very important one. 

Vaccination among children even today is entirely too 
lax. I wonder how many of us as physicians during 
the summer months drive around the country with our 
own children who have not been vaccinated against 
typhoid. Every kid is a kid and he is going to drink 
out of a cup or pop bottle some place. Isn’t it quite 
important, not only for our children, but for al) others, 
therefore, to have this protection which we know is so 
reliable? How many of you in this audience have your 
ewn children protected? I am happy to say that I 
have. 


No response. 





MEANS OF REDUCING MORTALITY IN 
APPENDICITIS 
H. P. Saunpers, M. D., F. A. C. S. 
Surgical Staff, Ravenswood Hospital 
and 
J. J. Moork, M. D., F. A. C P. 
Pathologist at Ravenswood Hospital 
CHICAGO 


In discussing the possibility of reducing mor- 
tality from appendicitis it occurs to us that there 
is one type of the disease responsible for a large 
percentage of the fatal cases which has received 
very little attention in the literature, and which 
is much more dangerous than seems to be gener- 
ally realized. In reviewing the literature on 
appendicitis mortality, and in discussing the sub- 
ject with surgeons it is indeed surprising how 
rarely we see or hear any reference made to 
obstructive appendicitis. In the campaigns to 
educate the profession and public as to ways of 
reducing mortality, such as the Philadelphia 
campaign, we hear stressed the danger of cathar- 
sis, ice bags, heat, and postponement of opera- 
tion, but never a warning as to the rapidity with 
which peritonitis develops in obstructive appen- 
dicitis. 

Regarding the origin of appendicitis, Dudley 
P. Allen in 1879 theorized that in the descent 
of the cecum from its embryological position in 
the hypochondriae region to the right iliac fossa 
the position of the appendix in relation to the 
cecum becomes changed in such a manner that 
there is a bend in the appendix, and that the 
bend thus produced may embarrass emptying of 
the appendix so that the increased effort neces- 


Read before Section on Surgery at meeting of Illinois State 
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sary to empty itself causes hypertrophy of the 
musculature. The increased pressure at the point 
of flexion caused by the powerful contractions of 
the hypertrophied muscle produces irritation and 
inflammation with destruction of the mucosa and 
that as this destroyed mucosa heals a stricture 
forms. This stricture further interferes with the 
escape of mucus which produces repeated attacks 
of colicky pain, and when it can no longer empty 
itself, either due to the stricture, or from a con- 
cretion forming behind the stricture, distension 
may go on to perforation, or if the distension 
be sudden it can cause gangrene. 

Since about 1900 C. van Zwalenburg has main- 
tained that all appendicitis is of obstructive 
origin, and has done voluminous experimental 
work to prove his contention. He has devised a 
means of measuring and controlling pressure 
within the lumen of the appendix and concludes 
that with a pressure of 100 to 125 mm. of mer- 
cury in the arteries of the appendix and a venous 
and lymphatic pressure of 10 mm., if we have 
superimposed on this a constriction, kink, plug, 
or concretion which prevents escape of fluid into 
the cecum, this pressure increases enough to shut 
off the venous and lymphatic outflow and, with 
the arteries continuing to pump blood into the 
appendix, and the fluid content being increased 
by osmosis and secretion from the mucosa, this 
continues to increase the pressure until the ap- 
pendix ruptures. 

Professor D. P. D. Wilkie of Edinburgh 
divides appendicitis into two main groups, one 
of which he describes as acute inflammatory 
appendicitis, giving a clinical picture of malaise 
and nausea, vague abdominal pain becoming 
localized in the right lower quadrant, a rise in 
temperature and pulse rate, loss of appetite, a 
furred tongue and constipation, and tenderness 
over the right lower quadrant. On operation in 
such a case we find a red, congested and edema- 
tous appendix with inflammatory edema of its 
walls as the salient pathological feature. The sec- 
ond type he terms acute appendicular obstruc- 
tion, with a dramatic clinical picture; colicky 
pain in the umbilical region, acute and spasmodic 
at first, later more continuous, with late rise of 
temperature, and a pulse which may be normal 
till gangrene sets in. There is usually some ten- 
derness present. Wilkie maintains that approxi- 
mately 90 per cent. of fatal cases of appendicitis 
are of the obstructive type. 
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Howard M. Clute of the Lahey Clinic reports 
a series of four hundred and thirty-four cases of 
acute appendicitis with nine deaths, eight of 
which were of the obstructive type, showing ap- 
proximately 90 per cent. of their mortality to 
be due to obstructive appendicitis. He describes 
one typical case in which the appendix was 
removed six hours from the onset of the first 
symptom and showed a complete obstruction by 
a fecalith and the distal end was covered with 
fibrin and filled with pus. He is sure that they 
have been able to reduce definitely their mortality 
rate since their attention was called to Wilkie’s 
work, and they recognized how dangerous ob- 
structive appendicitis really is. 

With these statements in mind we set out to 
keep careful record of all the appendectomies 
performed at the Ravenswood hospital during a 
period of one year, with the hope of accomplish- 
ing three things: first, classifying symptoms by 
which we could recognize obstructive appendicitis 
before operation so as to be fully cognizant of 
the seriousness of the situation with which we 
were dealing; second, to compare the morbidity 
of obstructive and inflammatory appendicitis ; 
third, to compare the mortality of the two types 
of the disease. If successful in these three pur- 
poses we felt sure their accomplishment would 
materially assist us in our one main object of 
reducing mortality from acute appendicitis. 

We obtained this information by attaching to 
all appendectomy records a special questionnaire 
which the operating surgeons and internes oblig- 
ingly filled out for us as to symptoms, time 
elapsed between first symptom and operation, evi- 
dence of obstruction of the appendix at the time 
of operation, and general appearance of the 
appendix. This record was completed by filling 
in the progress notes as to complications and 
length of stay in the hospital and lastly, through 
cooperation of the pathologist, we filled in a 
careful description of the appendix with especial 
notation as to whether or not there was any evi- 
dence of obstruction to the lumen when the 
appendix reached the pathologist. This double 
check between surgeon and pathologist is neces- 
sary because an acute angulation may be relieved 
during the process of removal and not be noted 
by the pathologist, while a constriction of the 
lumen might be plainly visible to the pathologist 
and missed by the surgeon. 


H. P. SAUNDERS and J. J. MOORE 347 


During the twelve months we were making 
this study four hundred and sixty-one appendec- 
tomies were performed. Of these, two hundred 
and forty were for chronic appendicitis, one hun- 
dred and seventy-one were for acute appendicitis, 
forty-eight were appendices removed prophylacti- 
cally in the course of abdominal operations for 
some other condition, one was a carcinoma of the 
appendix, and one was, in our opinion, a right- 
sided pneumonia in a child with peritonitis mis- 
taken for appendicitis. 

Comparison of Symptoms. The patients whose 
appendices later proved to be acutely obstructed 
usually gave the following symptoms: sudden 
cramp-like, colicky pain followed by nausea and 
vomiting, and frequently the vomiting was re- 
peated several times; moderate tenderness over 
the appendix, but rarely any rigidity till quite 
late, and frequently none at all; elevation of 
white cell count to from twelve thousand to 
twenty thousand ; very little, if any, rise in tem- 
perature and pulse rate. In general, there were 
usually very few physical findings to explain the 
severe pain the patient complained of, and in 
several cases the surgeon was rather hesitant to 
operate early because of the lack of rigidity, and 
elevation of temperature and pulse. The obstruc- 
tive cases resembled right ureteral obstruction 
more than they did the typical text-book picture 
of acute appendicitis, and we would urge the 
elimination of the possibility of this condition 
being present before advising operation. 

One of several of our patients who illustrated 
how rapidly a serious lesion can develop was a 
young adult who complained of severe colicky 
pain and repeated vomiting. He showed no 
rigidity but moderate tenderness at McBurney’s 
point, normal temperature, and leukocyte count 
of eighteen thousand nine hundred. He was 
operated on eight hours after the first symptom 
and the pathologist reported obstruction distal to 
a firm feeal concretion with acute diffuse sup- 
purative appendicitis. 

The patients whose appendices revealed an 
acute inflammatory condition with no evidence 
of obstruction usually showed pain, which was 
less severe, nausea and frequently no vomiting 
at all or just once, early rise of temperature and 
pulse, and marked tenderness and rigidity over 
the appendix, and in spite of these additional 
physical findings they did not appear as acutely 
ill as did the patients with obstruction. 





348 ILLINOIS MEDICAL JOURNAL 


Comparison of Morbidity. The average stay in 
the hospital of non-obstructive cases was 10.6 
days while that of the obstructive cases was 13.6 
days, a difference of three days per patient. The 
percentage of complications in the obstructive 
type was 7.2 while that in the inflammatory 
group was only 4.1 per cent. Drainage was neces- 
sary in 52.1 per cent. of the obstructive cases as 
compared to only 19.8 per cent. of the inflam- 
matory cases. Gangrene was present in 27.5 per 
cent. of the obstructive cases and 6.2 per cent. 
of the inflammatory. Perforation occurred before 
operation in 31.8 per cent. of the obstructive 
cases and in 9.3 per cent. of the inflammatory 
type. 

Obstructive appendicitis is much more prone 
to produce general peritonitis than is inflamma- 
tory appendicitis because when the appendix be- 
comes obstructed suddenly there is a rapid series 
of pathological changes inside the lumen without 
much peritoneal irritation to attract the omen- 
tum over to surround it and wall it off before 
it perforates. In the inflammatory type the local 
peritoneal reaction tends to cause a protective 
wall to be set up by the omentum and intestines 
to receive the contents of the appendix in case 
of rupture and prevent a spilling of its contents 
into the free peritoneal cavity. This was illus- 
trated in this series by the fact that only 27.2 
per cent. of the obstructive cases which per- 
forated were walled off, while 55.5 per cent. of 
the inflammatory cases were well walled off 
before rupture. Of the cases operated on in less 
than twenty-four hours after the first symptom, 
33.3 per cent. of the obstructive cases needed 
drainage while only 12 per cent. of the inflamma- 
tory ones had to be drained. Of the acute cases 
operated on in less than twenty-four hours after 
the first symptom, in which the pathologist re- 
ported acute suppurative appendicitis or gan- 
grene, 61 per cent. of the obstructive cases gave 
a history of this being the first attack, while only 
45 per cent. of the inflammatory cases gave such 
a history. This would lead us to believe that the 
obstructive type has much less tendency to sub- 
side without operation. Only 25 per cent. of our 
chronic cases showed any evidence of obstruction ; 
which would also bear out this assumption. 

A comparison of the complications following 
the two types of the disease further emphasizes 
the increased morbidity of obstructive appendi- 


citis. Patients operated on for the obstructive 
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type showed the following complications: peri- 
tonitis and abdominal hemorrhage, intestinal 
obstruction, peritonitis and septicemia, pelvic 
abscess, parotid abscess with ear abscesses, ileus 
requiring enterostomy, wound abscess and cyst- 
itis. The inflammatory group developed the fol- 
lowing complications: intestinal obstruction, 
peritonitis and toxemia, cerebral embolus, coro- 
nary embolism, pneumonia, wound infection and 
pyelitis. 

Comparison of Mortality. Of the one hun- 
dred and seventy-one acute cases sixty-nine 
showed definite evidence of obstruction of the 
lumen, and ninety-six did not, and in six cases 
an abscess was drained and the appendix not 
removed. Of the sixty-nine obstructive cases 
three patients died, a mortality of 4.3 per cent. 
Of the ninety-six inflammatory cases three, a 
mortality of 3.1 per cent. These figures alone 
do not properly illustrate the difference in the 
severity of the two conditions as all three of 
the deaths in the obstructive group were defi- 
nitely connected with the pathological condition 
in the abdomen, one dying on the tenth day from 
peritonitis and intra-abdominal hemorrhage, an- 
other on the seventh day from intestinal obstruc- 
tion, and the third on the fourth day from peri- 
tonitis and septicemia, whereas only two of the 
deaths in the inflammatory group were directly 
attributable to the abdominal condition, one on 
the third day following a colostomy for obstruc- 
tion, the second on the fourth day from peri- 
tonitis and toxemia, while the third died on the 
third day from cerebral embolus, having shown 
no temperature recording above 99.4 since the 
operation. Granting the elimination of this one 
case would show 60 per cent. of our mortality 
from acute appendicitis to be from the obstruc- 
tive type. 

While discussing mortality we should mention 
that our rate for the four hundred and sixty-one 
appendectomies was 1.9 per cent; of the two hun- 
dred and forty chronic cases, .83 per cent; of 
one hundred and seventy-one acute cases 3.5 per 
cent., and in forty-eight cases removed prophy- 
lactically there was one death showing a rate of 
2.08 per cent. for this group. 

By emphasizing the importance of acute ob- 
structive appendicitis we do not wish in any way 
to minimize or detract from the laudable work 
which has been done in reducing the mortality 
by the campaigns against the giving of cathar- 
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tics, the resorting to the so-called “freezing” 
treatment and other impedimenta which pro- 
crastinating physicians and meddlesome friends 
have invented to prolong the time between the 
first symptom and operation. We are attempting 
to impress upon the surgeon the speed with which 
this condition progresses to a general peritonitis, 
so that he in turn may educate his colleagues 
and patients to the danger of delay and that he 
may have at his command statistics which will 
show that an attack of obstructive appendicitis 
is not prone to subside, but is likely to develop 
early suppuration, gangrene, or peritonitis, with 
a death rate that is appalling. 

Conclusions. 1. There are definite symptoms 
which make it possible to make a diagnosis of 
acute obstructive appendicitis. 

2. The morbidity of acute obstructive ap- 
pendicitis is much greater than that of acute 
inflammatory appendicitis. 

3. The mortality rate of acute obstructive 
appendicitis is higher than that of any other 
type. 

4. If we are to reduce greatly the mortality 
from acute appendicitis, we must recognize this 
dangerous obstructive type and have the courage 
to operate early without waiting for rigidity and 
elevation of pulse and temperature. 

In closing, we gladly acknowledge our indebt- 
edness to our pathologist, Dr. Moore, the entire 
surgical staff, and the record and medical libra- 
rians of Ravenswood hospital for their splendid 
cooperation in the compilation of these statistics. 


BIBLIOGRAPHY 


Allen, D. P.: Origin of appendicitis, Tr. Am. S. A., 1897. 
Bower, J. O.: Acute appendicitis in Philadelphia; a third 
survey, Monthly Bull. Dept. Pub. Health, Phila. Dec. 1932. 
Clute, H. M.: Factors reducing mortality in acute appen- 
dicitis, New England J. Med., 207; 247-355, 1932. 

Crabb, G. M.: Appendicitis, its increasing mortality, J. Iowa 
M. Soc. 23: 652-656, 1933. 

Deal, Don: When to interfere in the acute abdomen, Internat. 
J. Med. & Surg., 45: 577-579, 1932. 

Finney, J. M. T. Jr.: An analysis of complications and 
deaths occurring in appendicitis, Am. J. Surg. 20: 772-779, 
1933, 

Finney, J. M. T. Jr.: Appendicitis: some observations 
based on a review of three thousand nine hundred thirteen 
operations. Surg. Gynec. & Obst. 56: 360-366, 1933. 

Heald, C. L.: How can the present mortality from appen- 
dicitis be lowered Iowa M. Soc. 23: 656-660, 1933. 

Muller, G. P.: Mortality of acute appendicitis, New England 
J. Med. 207: 355-365, 1932. 

Mulsow, F. W.: The perforated appendix, J. Iowa M. Soc. 
23: 660-661, 1933. 

Reed, H.: A study of mortality & morbidity in acute 
appendicitis, J. Oklahoma M. A. 18: 77-79, 1925. 

van Zwalenburg, C.: Hydraulic vicious circle as it develops 
in acute appendicitis, Am. J. Surg. 16: 427-440, 1932. 


H. P. SAUNDERS and J. J. MOORE 


349 


van Zwalenburg, C.: The relation of mechanical distension 
to the etiology of appendicitis, Ann. Surg. 41: 437-450, 1905. 

Wilkie, D. P. D.: Diagnostic surgical clinic, Proc. Inter- 
State Post-Grad. Assemb. North America 2: 121-125, 1926. 

Wilkie, D. P. D.: Etiology of acute appendicular di 
Canad. M. A. J. 22: 314-316, 1930. 

DISCUSSION 

Dr. Carl E. Black, Jacksonville: This paper is a 
step in advance in lowering the mortality of appendi- 
citis. I am glad somebody still has the courage to 
present a paper on appendicitis. However, the whole 
question of.lowering the mortality is a very large one. 
There are some phases of it that the surgeon himself 
is responsible for. Two years ago I presented to this 
Society some statistics on 1,605 appendectomies. In 
going over those cases certain facts were borne out in 
this way. You take the deaths from appendicitis, the 
great majority of them may call late cases. I was 
impressed by the fact that no case that had a rigid 
abdomen, no case that has a distended abdomen, no 
case that has albumin or casts in the urine, no case 
that has diacetie and acetone in the urine, no case that 
has a low kidney function below 40 should be a case 
for immediate operation. The cases that died in my 
analysis were cases with three or more of the above 
conditions to a very large extent. Of course, these are 
late cases, but the very fact that they are late cases 


is no reason why the surgeon should rush in and re- 
move the appendix immediately. He should be sure 
that none of the findings above mentioned are present. 
Such patients will usually improve under intravenous 
glucose and rest under morphine, and become suitable 
and safe cases for operation. I think the surgeon has 
something charged up against him in rushing in and 
operating on some of these cases that are not in con- 
dition to be operated on, because they can be put in 
better condition. In other words, the pre-operative 
care of these patients is much neglected. 

I am now analyzing another 1,000 cases and I am 
still seeing the same thing, though not in the same 
degree, so I think what was brought out in the first 
analysis has borne some fruit. Until we think of the 
patient instead of the appendix we are going to have 
a higher mortality than we should. The mortality in 
this series was low. Very few surgeons have produced 
a lower mortality than shown here this morning. The 
group, of course, was small. In a group of 1,000 or 
1,500 cases you will find a continuous series of 100 
or 200 that will give a very low mortality and if you 
base your conclusions for your hospital on that series 
you will be misled, because the next series will be 
quite different. Recently I talked to Dr. Quain of 
Bismark, North Dakota, who reported 1,000 cases with 
the lowest mortality I know of. He is now ready to 
report a second thousand with a somewhat increased 
mortality. I want to bring out that the patient him- 
self must be considered as well as the local disease. 
Until we do that we shall continue to have a higher 
mortality than we should have. 

Dr. H. P. Saunders, Chicago (closing) : The subject 
of appendicitis, of course, is entirely too large to attempt 
to cover in such a brief paper as this. For that reason 
we left out the discussion of many salient features 
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and very important methods of reducing the mortality 
from appendicitis in the attempt to put over this one 
idea. If we can put over this one point of the danger 
of obstructive appendicitis and the rapidity with which 
it develops we will feel we have accomplished our pur- 
pose. We have put that point over sufficiently with 
our staff that we propose to continue to keep records 
of the classification of the obstructive against the non- 
obstructive cases, and we hope to present it at least 
before our staff at a later date in a much larger series. 

I must say that as far as the hospital is concerned, 
the mortality from acute appendicitis happened to be 
larger last year than for several years, but that is beside 
the issue. If we can keep account of the obstructive 
cases and compare them with the non-obstructive cases, 
I think we will benefit by a larger series. . 

There is one thing I want to mention in passing in 
reducing the mortality of appendicitis, and that is 
cecostomy in cases in which there is every evidence of 
impending ileus. Many men have been practicing that 
for the last few years, putting in a drain in a healthy 
portion of the cecum, relieving the back pressure and 
the toxic symptoms that come on so soon after operat- 
ing on a case with impending ileus and symptoms of 
obstruction. 





PSYCHIATRY’S PLACE IN MEDICINE 
S. N. Crarx, M. D. 


JACKSONVILLE, ILLINOIS 


Occasionally statements are made which might 
lead some people to doubt as to whether or not 
psychiatry is a legitimate offspring of medicine. 
It is true that there are features which pertain 
to the nervous system and disorders thereof, 
which are not as important in other systems and 


the diseases centering in them. Some of these 
features will be mentioned. The main point will 
be a reminder that psychiatry is essentially a 
part of medicine and that while the psychiatrist 
can not give full measure of service without 
knowledge of other lines of medicine, the prac- 
titioner in other fields can not avoid meeting 
problems in which a nervous element is involved. 
One of the difficulties in evaluating psychiatry 
lies in the fact that it is in its very nature less 
tangible and concrete than some of the other 
fields and therefore it is not an easy task to limit 
it exactly, especially when it touches nonmedical 
fields. Medicine has had to meet all problems 
within its field however well or ill prepared it 
has been to meet them. This perforce has led to 
errors but emphasizes the criteria of results ob- 
tained, rather than theory. If psychiatry ac- 
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cepts this gauge, and to be included among other 
medical branches it could not do otherwise, a 
sane and increasingly useful future is assured. 

If one turns to a consideration of the etiology 
of mental disorders one finds similarities and 
dissimilarities to other branches. If one were 
to think of the more common causes of illness 
some of the following would probably come to 
mind; the invasion of the body by organisms, 
fatigue, toxic states due either to exogenous or 
endogenous material, new growths, degenerative 
conditions, and accidents due to extraneous fac- 
tors or predicated on preexisting disease. Dis- 
orders of the nervous system may be caused by 
any of the foregoing but in addition may he 
brought about by changes in the environment 
which do not actually come in physical contact 
with the body in the usual sense, for example 
financial loss or the death of a relative. This 
statement deserves amplification but space per- 
mits only two brief comments: first, there are 
not only unusual stresses such as the two ex- 
amples given but also many lesser difficulties to 
face; second, personality, due to innate endow- 
ment, guidance, and other circumstances sur- 
rounding the past life, differs so greatly that 
what is a stress for one will be easily met by 
another. 

It should be said here that there is full ap- 
preciation of the fact that the question of eti- 
ology has not been covered. The paper has not 
considered the possibility of such environmental 
factors, as do not actually touch the individual, 
playing a part in the production of disorders 
which do not affect the nervous system predomi- 
nantly. It does call attention to a feature in 
etiology which has a more prominent place in 
nervous disorders than diseases of other types. 
It should help to orient the practitioner in his 
concept of psychiatry. 

When the symptomatology of nervous disorders 
is considered one is confronted by some features 
which do not apply, at least to a comparable de- 
gree, in other types of trouble. Before this line 
of thought is developed the writer may affirm 
that he subscribes fully to the fact that it is the 
patient and not the individual system or organ 
that is involved in disorder. This concept has 
deservedly been emphasized and need not be dealt 
with here. It is true however that in particular 
conditions one function or organ may be pre- 
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dominantly affected and it is only in this sense 
that there is any suggestion of separating the 
nervous system from other systems. 

Most other systems respond automatically to 
work needs which do not vary greatly from one 
day to another either in variety or amount. The 
nervous system is called upon to react to situa- 
tions which differ constantly in importance and 
complexity. It can not be said that any other 
system will function exactly like the same sys- 
tem in another person in response to identical 
needs but the manner of reaction of the nervous 
systems of different individuals varies to a much 
greater degree in a given situation even though 
there is nothing to indicate an abnormal re- 
sponse. Due to these and other factors there 
results a greater variety of habits of functional 
activity of the nervous system of humans than 
of other bodily activities. 

Some people are calm and others excitable. 
Some more easily become fearful or resentful 
than others. Under similar circumstances some 
behave conventionally whereas a few will be anti- 
social. These are but a few samples of ways in 
which an individual may react and each person 
has particular groups of habits of reacting. 

It is important for the physician to keep these 
in mind since they color the complaints if the 
patient is ill and if intensified these mental 
habits actually constitute a definite disorder. 

One need not feel that it is the task of the 
physician, even the psychiatrist, to right all 
wrong mental habits, presuming he thinks he 
knows enough to do so, until there are many 
more signs of an impending millennium than 
are now apparent. Yet there are very practical 
aspects of the question we can not avoid. 

The usual manner of nervous response may 
become exaggerated in any illness and cloud the 
picture, or may become more marked in the face 
of some difficult environmental situation. A 
patient may complain of a pain and examination 
reveal an inflammatory condition which would 
be considered adequate cause of the complaint. 
In this instance the complaint of pain takes on 
the significance of an objective sign. In another 
case the degree of complaint is out of all propor- 
tion to the amount of inflammation found. Here 
a psychic element tends to distort the picture. 
In a third the patient speaks of pain but no ma- 
terial basis for the complaint is found and the 
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physician decides that pain in this case is in- 
dicative of faulty function somewhere and that 
very probably the nervous system is involved. 
Some might ask if faulty function can occur 
without a material basis. Most certainly psychi- 
atrists do not believe more than others that dis- 
order comes out of thin air. They feel that all 
mental function is on a material basis whether 
of a type which ordinarily might be termed 
“normal” or that called “abnormal,” but that 
the manner of reaction of the nervous system 
varies so greatly in different people than an oc- 
casional deviation of response might well be of 
aberrant type. However this may be the fact 
remains that there are many mental illnesses 
with symptoms among which are those which 
would ordinarily signify structural change, but 
without demonstrable organic involvement, and 
from which the patients fully recover. One has 
to add that all do not recover. 

There are many cases of fracture, infectious 
disease, or what not, in which mental habits pre- 
viously established add symptoms which either 
distort the symptoms based directly upon the 
primary lesion or add complaints not ordinarily 
found in the illness. Thus where ordinary indi- 
viduals might speak of a slight faintness the un- 
stable patient will in some cases complain of 
marked dizziness. Moderate abdominal discom- 
fort due to distention in some may be described 
as unbearable by those not used to bearing 
trouble with equanimity. There is such inter- 
relationship of conscious with unconscious func- 
tions that an objective sign such as distention 
may not only give rise to an exaggerated com- 
plaint but itself be caused by some faulty ner- 
vous mechanism. Fears, depression, restlessness, 
confusion, irritability, obsessions and euphoria 
are just a few of the conditions which may add 
to the more direct manifestations of organic dis- 
ease. That it is essential for the physician to 
recognize the meaning of each symptom is ob- 
vious. One may quote Alfred Stengel who says 
“. . . the physician who underrates or ignores 
the psychic factors in disease, even the grossly 
organic diseases, loses an opportunity for effec- 
tive treatment that would distinguish the suc- 
cessful from the unsuccessful medical practi- 
tioner.”? 

The knowledge that an increase in the respira- 
tory rate is based upon a pneumonic process is 
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a positive acquisition, but the understanding that 
it is not based upon any gross change in the 
respiratory apparatus is also positive knowledge 
although obviously not an analysis. If hysterical 
convulsions are to be treated successfully one 
has first to understand that they are hysterical. 

One of the very difficult situations is that in 
which a disturbance of the nervous system is in- 
itiated by symptoms which simulate disease 
centered in other systems. Such condition tries 
the souls of patient, relatives, doctor and nurse 
and often the two last mentioned particularly. 
Recognition of the actual situation helps to give 
the physician the command of the field without 
which he may feel that refuge on his part in a 
psychosis is perhaps not without compensations. 

If it is desirable that the practitioner in other 
fields realize that psychic elements may enter 
into all diseases it is no less incumbent upon the 
psychiatrist to know that the presence of psy- 
chotic or psychoneurotic symptoms do not prove 
that an organic basis does not exist. 

The case of a woman 41 years of age may be 
cited. This woman at 38 fell and broke an arm 
and a lump appeared in the left breast not long 
after. The breast was removed in December, 
1925, when the patient was 40 years of age. She 
looked up the literature on the subject, decided 
the growth had been malignant, and became ner- 
vous and excitable. She would “go all to pieces.” 
She worried and had sweats at night from which 
she would wake “in a nervous state.” She com- 
plained of odors and feared shock when taken 
to the x-ray room although she had received x-ray 
treatment following her operation. She had 
various pains which were said to be due to neu- 
ritis but as late as eight months following the 
removal of the breast no recurrence of the 
growth was found by competent men. The opin- 
ion when the case was first seen in October, 1926, 
was that she had developed a neurosis but x-ray 
pictures showed clearly a metastasis to skull, ribs, 
os innominata, scapulae and heads of the femurs. 
The case is not reported in full but serves as 
illustration of the fact that the psychiatrist who 
thinks only in terms of mental mechanisms falls 
far short in his usefulness. 

The paper thus far has referred to psychic 
symptoms in other types of disease rather than 
to conditions which more commonly would be 
grouped among the mental disorders. 
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If one wishes to refer to classified disorders, 
particularly some of the psychoneuroses, a paper 
by R. D. Gillespie is recommended.? This igs 
but one of many admirable papers on the subject 
written with the general practitioner in mind 
and giving more details in regard to treatment 
than lie within the scope of this paper. 

In the more severe mental disturbances it is 
ordinarily necessary that the patient be sent to 
an institution for the especial care of that sort of 
case. In these institutions it is all important 
that psychiatry be considered a branch of medi- 
cine. This is not only in order that material 
bases be searched for and recognized if present 
but because in all psychoses there may, for ex- 
ample, be disorders of appetite, digestion, elimi- 
nation and sleep which need strict attention. 
One has to know the general condition if drugs, 
hydrotherapy or diathermy be prescribed, and 
generally speaking one feels the patient has a 
better chance of recovery if he is well nourished 
and in good general condition. This does not 
outline the treatment of the psychoses but helps 
to show that the medical viewpoint is essential. 


CONCLUSIONS 


1. It is well to remind ourselves that func- 
tional activity of the nervous system necessitates 
metabolic changes whether the stimulus which 
initiates the activity comes in immediate contact 
with the nerve endings or only through the 
medium of light or sound waves. 

2. More knowledge of what actually consti- 
tutes the metabolism of the activity of the nervous 
system particularly of the associative processes 
is needed and this knowledge is quite as apt to 
come from physiologists and workers in other 
fields as from the psychiatrists. 

8. While more information is needed of the 
material changes which occur in the functioning 
of the nervous system there is at hand clinical 
experience which with considerable success meets 
the demands for therapy presented by those suf- 
fering from disorders which involve the nervous 
system predominantly. 

4, Adequate treatment of nervous disturb- 
ances according to information at hand, and ad- 
vancement in the future in the knowledge of the 
physiology and treatment of the disorders in 
question, demand an approach predicated on 
principles which govern all fields of medicine. 
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DISCUSSION 


Dr. William H. Holmes (Chicago): The subject of 
Dr. Clark’s paper is “Psychiatry’s Place in Medicine.” 
It is a particularly difficult subject to present because 
it is not easy to assign a definite place to any service 
or institution or individual in this present day world. 
It is an ever changing world. There is nothing slack 
or static about it. It is a world in which age is not 
revered and in which ancient faiths are constantly being 
challenged. 

Our conceptions of time and space, geography, his- 
tory, religion, medicine, require constant revision. 

This investigation being carried on in all fields is 
an indication of man’s determination to understand the 
universe of which he forms such an important, although 
physically such a small part. 

Moreover, it is an indication of man’s determination 
to understand something about himself. He wants to 
know where he came from and how he climbed the 
steps to his present position of dominance in the world. 
But that would not satisfy him, because in. addition 
to his desire to know from whence he came he wants 
to know where he is going. He wants to know some- 
thing about the future and how he can mold that future. 

I think that the present unrest may be regarded as 
a healthy sign of a desire on man’s part to mold that 
future into a better thing for mankind than anything 
mankind has known in the past. 

In this forward march psychiatry has a place. It 
can obtain great help from allied specialties, because 
the investigation going on necessarily requires that 
specialists in various fields shall each take a part. 

The anthropologist is in a position to contribute 
much to psychiatry by reason of his knowledge of 
racial history and racial traits. 

The geneticist is in a postion to contribute much to 
psychiatry by reason of his special knowledge of 
heredity. 

The sociologist is in a position to contribute much 
to psychiatry by reason of his knowledge of the effect 
of social, religious and political organizations, and 
the impact they have on the intellectual and emotional 
make-up of man. 

Psychiatry is that specialty of medicine which deals 
with the intellectual and the emotional make-up of man, 
and Dr. Clark has called attention to the fact that 
this make-up is the resultant of a great many forces— 
racial origin, familial traits, perhaps the state of nutri- 
tion of the mother before the child is born, birth 
injuries, hereditary disease, infectious, metabolic dis- 
eases after birth, and then later on in life the result 
of that individual’s efforts to find his place in society. 

I question whether psychiatrists in general have 
taken full advantage of the contributions which can 
be made by specialists in other fields of knowledge. 
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For a long time psychiatry seemed quite content if 
they could classify a case. They devoted themselves 
to nosological niceties, because when they were suc- 
cessful in classifying the patient they were enabled to 
look into the future, and to predict to some extent what 
might be expected to occur. 

I believe that they have neglected some of the factors 
which could be useful in the prevention of mental 
disease. That is not universally true. The institution 
with which Dr. Clark is connected has for a number 
of years done a good deal along the line of education. 
They are sending out constantly literature dealing with 
the prevention of psychoses and psychoneuroses. But 
on the whole I believe that it is a fair criticism of 
psychiatry that they have devoted too much attention 
to a mere classification. They have not been in touch 
with some of the other fields of medicine. 

On the other hand, the general physician has shunned 
psychiatry and psychiatric problems. Perhaps he has 
done so because of the strange language in which the 
problems of psychiatry were expressed. But if psy- 
chiatry is to retain the place in medicine which it now 
has, and is to become a more important part, it can 
only do so with the help of the general physician. 
Because the general physician is the one who sees the 
psychoses and the psychoneuroses in their making. 
Whereas, as a general thing, the psychiatrist sees 
merely the human wreckage which is an end result. 

It is the general physician who is acquainted with the 
family, who sees the family in which there are heredi- 
tary defects and who might by wise counsel prevent the 
passing on of these things to the next generation, and 
it is the general physician who in fully seventy-five 
per cent. of the patients who come to him for strict 
organic diseases also finds the making of psycho- 
neuroses and psychoses. 

Dr. Clark: I want to endorse everything Dr. Holmes 
has said, and I think the principal point here is that 
psychiatry is immensely bigger than psychiatrists. I 
feel that the association of psychiatrists with men in 
other branches will increase as time goes on. 





THE AMERICAN MEDICAL ASSOCIA- 
TION—ITS DUTY TO ITS MEMBERS 
AND TO THE NATION’S VET- 
ERANS OF THE WORLD WAR 


F. S. Crockett, M. D. 
LAFAYETTE, INDIANA 


It should be said, by way of introduction, that 
the American Medical Association is not opposed 
to any program adopted by our Federal Govern- 
ment for the care of ex-service men, only except 
when, as or if, that policy tends to affect the 
present status of medical practice and the future 
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development of the science and the art of medi- 
cine. It is of paramount importance that we 
keep this limitation well in mind in the discus- 
sion of this problem. This restriction removes 
all arguments due to political preference, or to 
those demands of loyalty to a particular admin- 
istration, in the interpretation of our attitude 
toward that policy. With these boundaries before 
us, we, then, can review the project wholly from 
the point of view of a truly public question. 

In returning to a discussion of the subject, the 
duty of the American Medical Association to its 
members falls naturally and inevitably into two 
categories: First, scientific; secondly, economic. 

During the first half of its eighty-odd years, 
the American Medical Association devoted itself 
primarily to the promotion of matters of scien- 
tific interest. So completely did this concept of 
organized medicine hold the professional mind 
that it was, almost without exception, considered 
highly unprofessional, as well as entirely undig- 
nified, for a doctor, or a medical organization, to 
be concerned with politics, governmental policies 
and edicts, or economical influences. This is 


mentioned for direct contrast with this meeting. 


What might be considered the first liberaliza- 
tion of policy by the American Medical Associa- 
tion came when it began to look upon itself as 
having a certain stewardship and a_ positive 


guardianship over the future development and 
growth of medical practice. The medical schools 
of the country were brought under the influence 
of the association in the matter of a reasonable 
standardization as to equipment and teaching. 
The States adopted medical laws designed to 
elevate the profession by requiring improvement 
in educational qualifications and enforcing higher 
standards by means of examinations and 
licensing. 

Next we note the evolution of industrial medi- 
cine, coincident with the enactment of laws gov- 
erning the care and treatment of the injured 
in industry, which has created a new field for 
medical practice. It has helped some doctors 
and hurt the practice of others. Industrial laws 
function largely and almost entirely through the 
willingness of doctors to accept the fees offered 
by insurance companies. These fees, which were 
and are abjectly inadequate in many instances, 
have been improved quite measurably through 
the diligent efforts of organized medicine. The 
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elements of victimizing distrust and lamenting 
suspicion, which often existed between insurance 
adjusters and many doctors, are disappearing on 
that account. While there may be some question 
as to the guiding and dominating influences of 
organized medicine in the development and in 
the functioning of these laws, nevertheless, the 
experience has exercised a tremendously impor- 
tant effect in educating doctors. We now are tak- 
ing a revived and a more intense interest in any 
and all laws, or policies, which conceivably might 
influence our living. We may be well trained 
and well prepared to practice our profession, but 
if we find ourselves in an increasingly difficult 
environment, then it becomes our duty to im- 
prove it if we can. We have achieved a high 
standard of scientific attainment; we now must 
strive our utmost to make that practice more 
agreeable, more satisfactory, more rational. 

With the advent of the depression, the medical 
profession has had indelibly etched upon its com- 
posite mind what adverse economic conditions 
can do to a doctor and his family. The scars of 
battle still are visible. As a result, a Bureau of 
Medical Economics was established by the Ameri- 
‘an Medical Association with a very competent 
mau in charge and space in our official JourNAL 
was given over to it. Here, from time to time, 
interesting facts have been and are being reported 
about various practices, expedients, and short- 
cuts to economic relief, which are being experi- 
mented with in many places. 

Preventive and curative medicine are so inti- 
mately interwoven into the woof and fibre of our 
social fabric that today they affect each and every 
citizen in innumerable ways and _ instances 
throughout his daily life. We doctors dispense 
one of the primary necessities of real and full 
living. Everything which impinges or bears 
upon our profession detrimentally may be a very 
real loss, indeed a vital loss, to society in general 
as well as to the State. Conversely, the reverse 
of this is also true, because anything that dis- 
turbs society,- especially in its economic well- 
being, cannot help but affect adversely the wel- 
fare of those who practice medicine. If we doc- 
tors can become sufficiently aware of this inti- 
mate relationship between our usefulness to s0- 
ciety and society’s usefulness to us, we will in- 
stinctively be concerned, individually as well as 
collectively, with every social influence or gov- 





October, 1934 


ernmental policy that may alter the practice of 
medicine today, or its future development as a 
science and art tomorrow. It should be quite 
clear that the more difficult the practice is made, 
or the fewer the satisfactions which may be 
obtained by the doctor in the way of pay or pro- 
fessional triumphs, just so much the less desir- 
able the profession itself will become. One result 
of such adverse influences without doubt will be 
made apparent in a changed type of medical per- 
sonnel. The higher-type-mind, now looking 
toward medicine as a future career, will look else- 
where. Regimentation of the profession through 
some plan whereby the doctor is given employ- 
ment by the State, by commercial insurance com- 
panies, by fraternal organizations, or by any 
other scheme, may be desirable to certain doctors ; 
however, it would not satisfy a very large num- 
ber. 

The true ideal of medical practice is the main- 
tenance of the traditional patient-physician rela- 
tionship in which the patient has free choice of 
doctor. It is in this interconnection of interests 
that the greatest degree of confidence is found 
through which the most benefit for the patient 
is obtained. It is also the most satisfactory to 
the physician, since it is quite difficult to admin- 
ister treatment in any instance where that 
mutual faith and correlation have been lost or 
destroyed. 

During the past twenty years there have been 
observed certain influences which threaten to 
destroy this traditional relationship. Reference 
is made—l1, to contract practice of various sorts, 
where fraternal organizations employ a physi- 
cian; 2. to the establishment of free clinics or 
foundations endowed by men of wealth, where 
the individual is taught to accept the physician 
assigned to him; 3. to the various industrial laws 
of the States, where the individual is taken away 
from his family physician and, under more or 
less compulsion, is treated by physicians selected 
by the insurance carrier or employer: 4. to the 
tremendous increase in specialization, which has 


broken down the family-doctor-patient relation- 
ship and has divided that loyalty among a num- 
ber of physicians; 5. to the drafting of four mil- 
lion citizens where they were compelled to receive 
treatment from doctors employed by the govern- 
ment; then, finally, 6, to the post-war develop- 
ment by the Veterans Bureau of numerous hos- 
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pitals where free treatment is given by doctors 
entirely "unknown to the patient—all of these 
have been destructive of the ideal, patient-physi- 
cian relation. The township-poor practice by con- 
tract doctors has been just one more added factor 
in the breaking down of this ideal. The conclu- 
sion of any intelligent layman, who has expe- 
rienced this, would be interesting to us. We 
would like to believe that he still prefers his 
regular family physician. These difficulties, be- 
setting the practice of medicine, are mentioned 
in order that we may discuss with reason and 
understanding our duty to the nation’s veterans. 

The obligation of the American Medical Asso- 
ciation to the nation’s veterans is identical with 
that of any other patriotic organization. We 
stand irrevocably upon the premise that every 
veteran, who owes his disability to his army ex- 
perience, should and must receive the very best 
that the science of medicine can give. We insist 
that the highest type attention be rendered him 
w.thout regard to cost and that the service be 
continued until the patient is cured, or until 
fully adequate provision has been made to take 
care of him for the remainder of his life. All 
doctors, everywhere, are in sympathy with the 
demands of the Legion, that the widow and the 
orphan of him, who gave his life that this nation 
should survive, must receive generous provision 
at the hands of a grateful people. If Congress 
wishes to go beyond this, then there may be legi- 
timate differences of opinion even among doctors, 
as well as among other citizens, concerning the 
desirability of such actions. 

The Legion, in their convention at Chicago 
last October, adopted their “Four-Point Pro- 
gram.” As a medical profession, we are inter- 
ested only in point number two. This was a 
demand that government facilities at the com- 
mand of the Veterans Bureau be used for the 
relief of ex-service men for medical and surgical 
conditions not arising from their army service. 
They added the proviso that such service should 
be given only to those who were in economic dis- 
tress and unable to pay for such service at home. 
It was intended by those who sponsored this pro- 
gram that only those facilities were to be used 
which were not needed to care for service-con- 
nected cases. We doctors felt there was no real 
need for alarm on our part if no additional hos- 
pitals were built to care for this class of patients. 
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We remembered the development of the old law 
which was ended by the Economy Act of last 
year. Under the old law, tremendous abuses 
developed wherein individuals, well able to pay 
for medical and hospital services, left their own 
communities and sought Veterans Bureau facili- 
ties, that they might be taken care of without 
cost to themselves. Remembering all these ex- 
cesses, we were somewhat skeptical about the 
meaning and the possible development of this one 
point in the Legion program. We felt no concern 
if the matter actually was limited to those who 
were in need now, at the present moment, because 
we realized that the number would decrease grad- 
ually as better times returned. If, however, this 
is to be the thin, entering wedge for the ultimate 
return of all the conditions resulting from the 
old law, then we have suffered, indeed, a major 
defeat at the hands of those in charge of Legion 
affairs—those who know how we felt about it. 

An analysis of the problems involving the sick 
veteran is illuminating to anyone approaching 
the study with an open mind. From the strictly 
medical point of view, there are certain general 
classifications which roughly describe or group 
the varying pathologies involved. We already 
have agreed that the service-connected case 
merits everything we can give. It is believed 
that we should further concede that this generous 
spirit may, with great merit, be accorded those 
presumptive cases which fall in the twilight zone 
of service-connection. It seems reasonable, even, 
that we can grant, still further, that the govern- 
ment has a responsibility to fulfill in furnishing 
medical care and hospitalization to certain other 
groups admittedly not service-connected. When 
we take into consideration the problems involved 
in the care and future well being of nervous and 
mental patients, to say naught of tuberculosis 
and other chronic, crippling, or disabling dis- 
eases, we can see that, sooner or later, inevitably 
such cases become a charge on some community, 
or on some State. If such an individual has 
worn the country’s uniform in time of emergency, 
the Federal Government, as a matter of simple 
justice, should and must assume responsibility 
in full, for that veteran, the same as any State 
would, and must, with any other citizen. 

If we relegate to the government the care of 
the various groups heretofore named, then we 
narrow down our discussion to but a single classi- 
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fication, which might be described as acute medi- 
cal and acute surgical conditions not resulting 
from army service. It was this one, most par- 
ticular class, which, under the old order, from 
1924 on, grew to such enormous proportions that 
a demand was created for, and the building of, 
numerous hospitals by our Federal Government. 
A governmental policy of such magnitude, which 
undertakes to give this type of benefit to 4,500,- 
000 citizens, unquestionably affects every indi- 
vidual doctor and every single hospital through- 
out the entire nation. We should pause to think, 
scrutinizing every influence most carefully. When 
the Federal Government gallantly plunged be- 
yond the traditional provisions of caring for 
those whose disability was service-connected and 
proceeded to administer almost unlimited benefits 
to those whose disabilities arose in civil life, then, 
indeed, we doctors began to question its destruc- 
tive effect upon our practices, right now, as well 
as to speculate upon the dire implications of 
such a policy in the very near future. These are 
the factors that cause us unrest, as doctors, in a 
way that is not particularly disturbing at present 
to any other class of citizens. We, naturally, 
oppose such an extension of governmental bene- 
fits because it is a short step from oppression to 
annihilation, and that is what confronts us as a 
profession, to say nothing of the hardships visited 
upon community hospitals everywhere through- 
out the land. We could cite, also, the effect 
which such a policy, carried but a little further, 
would have upon future generations of doctors, 
thus affecting adversely the general welfare. To 
educate four million citizens, men just now in the 
most active years of their lives, to expect to get, 
without cost to themselves, a most valuable serv- 
ice at the hands of the government, easily might 
prepare the way for this influential section of the 
population to demand and obtain a greater exten- 
sion of socialistic schemes to furnish medical care 
and hospitalization to other classes. 

As mentioned earlier in this discussion, the 
whole trend in the past generation has been to 
educate more and more people farther and far- 
ther away from the ideal physician-patient rela- 
tionship. Any policy of free medical and sur- 
gical care, extended to any section of the popu- 
lation, for any reason whatsoever, unavoidably 
must have this result. It is not believed that 
this end was anticipated, or intended, or sought 
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by those who wished thus to extend the bounty 
of our only too-generous government. 

The American Medical Association Committee 
on Legislative Affairs, at frequent intervals, has 
contacted the national officers of the Legion, the 
Veterans Bureau, and those members of Con- 
gress having something to do with veterans’ legis- 


lation. Our attitude has been that, if possible, 
we would prefer that the government would stay 
out of all schemes whereby citizens were given 
medical or surgical care for conditions not re- 
sulting from service to the government. We felt 
that even the slightest deviation from this in- 
trinsically sound and traditionally correct atti- 
tude merely invited future trouble through its 
possible liberalization at the hands of a big- 
hearted Congress, if not now, then in succeeding 
sessions. We have been defeated in this particu- 
lar stand, and the Veterans Bureau facilities 
have been ordered to receive ex-service men suf- 
fering from medical and surgical conditions not 
related to their army service, those whose eco- 
nomic status renders their care at home more 
or less difficult. We have the duty now of trying, 
if possible, to keep this benefit limited strictly to 
those who are actually in need. The definition of 
this need should be a very realistic and most posi- 
tive one. In our private practices we would 
understand this definition to mean anyone who 
was on the township-poor list for any of the pri- 
mary and essential necessities of living. 

It is the united plea of the medical profession 
that the Federal Government will not build addi- 
tional hospitals for that class of cases not having 
service-connection. It is our further hope that 
the Veterans Bureau facilities now in existence 
will be converted as rapidly as possible into domi- 
ciliary homes and hospitals for those deserving 
veterans, who, through life’s misfortunes, have 
or may become incapacitated as home-makers and 
who then must look to the government for help. 
The recent law, restoring hospitalization to indi- 
gent individuals without regard to the cause of 
their disability. does not contemplate new hos- 
pital construction, nor is it intended to extend 
the application of the law to other groups. This 
is said, having in mind a conversation held with 
one who was largely responsible for this law. It 
can be seen, however, that if there should develop 
an unprecedented load of depression victims, all 
clamoring for free care at the expense of the 
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government in Veterans Bureau hospitals, then 
it will be very difficult indeed for the national 
officers of the Legion to refuse to champion the 
demand for more hospital beds, or to convince 
Congress that new hospitals should not be built. 
If the load of depression cases never should reach 
the saturation point of the present bed-capacity 
of government hospitals, then, of course, the sub- 
ject never will come up for agitation. If the 
government should continue this program, or 
liberalize it once again, so as to include those 
classes who are not so poor but who still feel 
that a doctor’s bill is always beyond their means, 
it would be well to know if we cannot interest 
those in the Legion, who have a determining 
voice in Legion policies, in another project. This 
plan will preserve in a large measure the ideals 
of medical practice by permitting the ex-service 
man to be treated at or near his home. It will 
redound to the well-being of the individual doc- 
tor and to the community hospital. We are 
aware of certain objections to this idea. It has 
been maintained in the past, especially by the 
Veterans Bureau, that the administrative diffi- 
culties involved in the treatment of veterans by 
local physicians would be so great as to be prac- 
tically insurmountable. However, opinion still 
prevails that some workable plan could be found 
to provide for this very thing. Congress may 
extend this benefit to all ex-service men. In this 
event, instead of the government building more 
hospitals and creating a greater medical machine 
for this purpose, we doctors should be prepared 
to present a plan whereby the government could 
have this work done at home by the ex-service 
man’s physician and in his home-community hos- 
pital. This could be arranged so that the cost 
to the government would not be essentially 
greater than what it is now. From certain in- 
formation obtained by this Legislative Affairs 
Committee, we are convinced that it costs the 
government, at present, the equivalent of good 
surgical and medical fees, to treat cases in Vet- 
erans Bureau hospitals. 

In the opening remarks, the statement was 
made that the American Medical Association is 
not opposed to any program adopted by the Fed- 
eral Government for the care of ex-service men, 
except as that policy, or policies, affects the prac- 
tice of medicine and its future. Your attention, 
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briefly, has been called to some of these effects. 
The measures suggested should be adopted. 

We have, this year, as National Commander 
of the Legion, a man who understands the prob- 
lems of professional practice, and he has been 
found sympathetic to our special problems. 

The past three years have witnessed a broad- 
ening of mutual sympathy and understanding be- 
tween the leaders of the American Legion and 
those of us of the American Medical Associa- 
tion who have had the pleasure of conferring 
with them from time to time. Surely there is 
ample opportunity for cooperation between these 
two great organizations. 

There should be no objection or opposition 
with our helping the Legion to obtain its legiti- 
mate objectives. At the same time, the members 
of the Legion have much to gain in the preserva- 
tion and safeguarding of the traditional values 
of medical practice. No more, no less, is essen- 
tial for the public weal. 





WHAT IS RIGHT WITH THE MEDICAL 
PROFESSION ? 
JeAN McArTHUR 
CHICAGO 


There seems to be more truth than poetry to 
the statement of a doctor who said, “The physi- 
cian of today is in much the same position as 
modern religion—more often ridiculed than 
praised.” In looking through a number of pop- 
ular magazines, considered “smart” in some 
circles, in reading reports from lay investigators, 
one is lead to believe that criticism of the med- 
ical profession is one of our favorite indoor 
sports. Because medical policies and medical 
questions enter so largely into the business of 
living, every Tom, Dick and Harry feels privi- 
leged to advance his individual theories as to how 
doctors should conduct themselves and their prac- 
tice. 

It seemed to me that it might be interesting 
at this time to consider some of the criticisms 
and theories advanced about the medical profes- 
sion and bring out the facts, if there were such, 
indicating that certain fundamental principles 
of the practice of medicine are right and prove 
if possible that medicine always has been, is and 
probably always will be a highly respected pro- 
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fession. If this can be done, then why can not 
doctors stand up for their rights? If doctors be. 
lieve in their profession why should organized 
medicine hesitate to let the public know that it 
believes in itself. The man who believes in him- 
self and his work experiences little difficulty in 
convincing others of his integrity. 

Consider the education of a doctor. Under the 
law safeguarding the public, the doctor is re- 
quired to spend more time and money in his 
preparation to serve humanity than any other 
professional group. This seems proper. Who of 
the public wants to entrust his life to someone 
who has had no training and to whom the diag- 
nosis of his ills is but guess work? But what 
happens after a doctor has finished his training? 
He can not go out and sell his services as a man 
in business. If he goes into private practice he 
may wait days or months for patients. He may 
go into research, but no royalties are paid for his 
discoveries. When he finally does establish a 
practice and becomes known as a “good doctor,” 
do you think he gets rich quick? You know well 
the answer. Is he paid in full by all of his pa- 
tients? No indeed—and probably those who pay 


the least or not at all, are the ones who are the 
quickest to criticize him and others of the pro- 


fession. 
As time goes on, new discoveries and theories 


are constantly developed. In order to treat his 
patients proficiently and to give them the bene- 
fits of these latest methods of treatment, the doc- 
tor must be prepared through continuous study 
and post-graduate work. How many lawyers, 
ministers or other professional men are required 
to keep on with such intensive study? Upon the 
doctor’s knowledge and skill, life may hang in 
the balance. If he is to be a good doctor, he 
must be on his toes. In addition to his study, 
the doctor is expected to give his time to work 
in dispensaries and free clinics where some pa- 
tients may be accepted who should be going to 
his private office. His contribution to the wel- 
fare of the community and his offering to charity 
cannot be equaled by any other group or profes- 
sion. The doctor is at the beck and call of his 
patients; even his vacations are grudgingly ac- 
cepted by them. 

The doctor knows all of these facts. The young 
student has already learned that the profession 
of medicine offers a few magnificent rewards but 
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promises strenuous days and wearisome nights. 
It imposes great responsibilities, it grants ex- 
posure to many menaces and because of the daily 
drive, the responsibility and the physical hazards, 
a life expectancy somewhat less than that of man- 
kind in general. If the doctor believes sincerely 
enough in his profession to accept these condi- 
tions, then why should he not defend his rights 
before the public? Why should he let the laity 
belittle him in the press, from the public plat- 
form, over the radio? 

The charge is being made by some that med- 
icine is becoming commercialized. There are 
those who state that the doctor of today is inter- 
ested only in his scientific goal, or in the amount 
of his fees, or the number of patients he can see 
in a given length of time. Well, is any large 
group of men and women ever 100% perfect? Is 
it fair to condemn a thousand men for the one 
unscrupulous or selfish man? As long as states 
license men to practice the healing art without 
demanding the same qualifications, education and 
standards, the honest man will be blamed for the 
sins of the dishonest. 

It seems extremely difficult to convince the 
public that there are different types of doctors. 
A sick man will go to a doctor upon the recom- 
mendation of a friend. He may be an advocate, 
for example, of the policy, “throw away your 
glasses and exercise your eyes.” The patient may 
pay in advance for his instruction; he probably 
gets no better and when his sight has definitely 
failed and his purse has been depleted, he finds 
his way to the office of a well qualified doctor. 
Too late! Some folks say, “Why don’t you doc- 
tors who deal in proven facts of science expose 
these imposters ?” 

The answer is that people will not allow the 
medical profession to show them. They say that 
medicine is selfish and prejudiced. If the doctor 
does not tell he is charged with remaining aloof 
from public affairs and his share of responsibility 
for the civie welfare of his fellow men. If he 
does tell the truth he is accused by others for in- 
terfering with the much advertised “personal 
liberties” of the other fellow. 

The practicing physician has a right and 
should defend his profession and his interests. 
He is the greatest safeguard the public has today 
against epidemics and dangerous medical condi- 
tions. The public would certainly protest if the 
medical profession slumped in its responsibilities, 
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so why not let them know the everyday sort of 
thing which is being carried on for their benefit 
by the doctors. The greatest safeguard to the 
health of the public is a well-equipped, well-or- 
ganized profession of medicine. With such an 
organization and every member really cooperat- 
ing and participating, much greater headway can 
be made in bringing information to the public. 

There are some, within the profession as well 
as without, who scoff at the code of ethics. They 
fail to realize that without such a code, medicine 
might be subject to the same up-to-date liberalism 
that gives jobs to vote-getters, judgeships in poli- 
tics, and that sets murderers and kidnapers free. 
It is generally accepted that the medical profes- 
sion has ranked and still ranks as one of the 
cleanest and best regulated that we have. Do 
you remember of hearing of any major scandal 
being placed at the doorstep of medicine? I know 
of none. What other profession can compete with 
such a record. Not long ago the dean of one of 
our law schools stated that medicine was farther 
ahead in the education and disciplining of its 
members than the legal profession. 

If these things be true, why does medicine 
hesitate to put on a bold and united front before 
the public, why does it allow itself to be intimi- 
dated by lay investigators who are paid for find- 
ing fault with all that pertains to medicine? No 
other group contributes more largely or un- 
selfishly to society than medicine, then why 
should it not be the dictator of policies? This 
is no time for hesitation or fear. Other groups 
assert themselves and the public likes this bold- 
ness. 

Medicine must assume leadership and it is its 
right. It should prohibit lay groups from taking 
over responsibilities which belong to the doctor. 
It should not allow itself to be controlled by 
those unfamiliar with its precepts. 

How can this be done? I think largely through 
a definite, dignified yet sure process of education 
of the public. Progress is being made, but re- 
sults can be hastened by the support of every in- 
dividual doctor. Cooperation of individuals and 
county medical societies is paramount. 

How many people know that as a result of the 
rapid advance in medical knowledge the average 
span of life expectancy has increased from 35 to 
57 years? The public accepts all this without 
thought or explanation, little realizing the study, 
the experimenting, the lives given to the search 
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for knowledge that brings them health. Diph- 
theria is rapidly falling under the control of 
medical science; diabetes is not the dreaded dis- 
ease it used to be; typhoid fever is almost a dis- 
ease of the past and yet in the Spanish-American 
War it caused more deaths than those resulting 
from gunshot. These changes all are due to the 
fact that the modern physician knows how these 
diseases are produced, how to prevent their de- 
velopment, and how to check their spread when 
they do develop. 

At the present time the public has become 
aroused to the actual conditions which result 
from war as shown in the pictures appearing in 
our newspapers. Do they realize the tremendous 
service given by the medical profession in caring 
for the wounded and suffering and restoring to 
active useful lives those who might otherwise 
have remained useless to themselves and society ? 
It was because of this scientific knowledge and 
skill that hundreds of thousands were saved in 
the recent war. 

Does the public understand that every medical 
discovery makes for fewer patients? Why do 
some people feel so very sentimental when it 
comes to vivisection, yet will wear leather shoes, 
furs from animals that have been tortured by 
trapping, and will eat meat whenever they can 
afford to? Charles Evans Hughes in addressing 
the American Bar Association at Detroit, Sep- 
tember 3, 1925 states, “Yet it is with respect to 
the freedom of learning that we find a disposition 
to impose restrictions which cannot fail to give 
us grave concern. It is to be observed in the field 
of medical research. What department of in- 
tellectual activity is more important to a free 
people? Of what avail are the privileges of life, 
if we do not live? Of what gain is liberty, if we 
succumb to the ravages of communicable dis- 
eases? Of what value is government, if it puts 
research under ban and permits the spread of 
plagues which knowledge may prevent? In what 
area of endeavor has there been such fruitage as 
in preventive medicine, saving countless lives and 
putting an end to indescribable agonies of human 
beings? Yet we observe persistent attempts in 
our legislatures not only to impair the immuni- 
ties already gained, but to hamper scientific in- 
vestigations through which alone the scourges of 
disease now beyond remedy may come under 
control.” 

Why should the minority sentimentalists be 
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permitted to control human life to the extent of 
keeping health from thousands of individuals 
who are dependent upon discoveries which mav 
be made in the laboratories. The doctor is re. 
stricted on all sides, the restrictions imposed by 
a public which cannot distinguish right from 
wrong. 

Who gives back to his community in such 
large measure as the doctor? In a report from 
the Committee on Economics of the Westchester 
County, New York, Medical Society it indicates 
that “during a given twelve months the attending 
physicians and surgeons of the fifteen general 
hospitals in that county contributed to the poor 
in these institutions medical and surgical attend- 
ance conservatively estimated as worth $1,857,- 

73. This figure, impressive as it is, the Com- 
mittee says, does not begin to reflect the real 
value of the contribution in medical service made 
by the profession throughout the county in any 
year to the deserving poor. It reflects only the 
work done by the attending physicians in the 
wards and dispensaries. To it should be added 
the inestimable amount of service every physician 
gives to deserving people in his private practice. 
It is interesting to compare the value of our con- 
tribution in hospital service to that of the hos- 
pitals themselves. The hospitals have provided 
free care to a total of $1,801,503.69, the bulk of 
which presumably has been repaid them from 
public and private charity funds. The cost of 
medical charity to the hospitals is thus seen to 
be less than that of the medical profession. And 
no part of our contribution is ever returned to 
us.” 

It would seem only right that medicine, which 
after all is the chief contributor to these health 
institutions, should have some say as to their 
policies. The doctors are blamed entirely by 
some people for the high cost of medical care. 

It might be well to consider what contribution 
to society and human welfare has been made by 
some institutions severely criticizing medicine. 
Can the history of the health of their employees, 
the wage scale, their working conditions be held 
up before the public view as perfect? Have the 
vast fortunes and endowments built up by such 
institutions been possible because of the oppres- 
sion and the low wages of thousands of people 
employed therein? Have these same employees 
been able to afford medical care in the self re- 
specting manner of their employers? If the pub- 
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lic is going to blame medicine for all the troubles 
of people today, then the medical profession 
might well turn the search light upon this group 
of our public and give a report of their findings. 
I predict it would be anything but flattering. 

Sometimes we hear the unjust criticism that 
medicine holds back important discoveries, but 
these are only withheld until they are really suc- 
cessful. Every effort is made to spare a shattered 
hope of the incurable. Newspapers flaunt spec- 
tacular notices before their readers; medicine 
objects from a just motive. People flock to dis- 
tant cities for cancer cures, not because an honor- 
able doctor invites them but because an unhonor- 
able newspaper reporter writes an appealing and 
spectacular front page story. 

A good family physician called upon to guide 
the household in health as in sickness is the best 
investment the private individual can make for 
health. If all families availed themselves of the 
knowledge and skill of their physicians to secure 
health as they now do to get relief from sickness, 
this would be a much better world. Preventive 
medicine has a definite place in our lives. Pe- 
riodic health examinations of the healthy can be 
beneficial. It is right that the medical profession 


should emphasize the importance of these exam- 
inations. The Illinois State Medical Society has 
printed blanks for recording histories in these 
examinations and they are available to members. 

The doctor must not be lax and fall down in 


his part. His examination must be good, his 
diagnosis must be accurate, and his treatment 
sure. The patient will then know he has a good 
doctor. Medicine must make the study of the 
maternal mortality, the high infant death rate 
during the first weeks of life, the high incidence 
of smallpox, the deaths from diphtheria. The 
doctors should leave no stone unturned to put 
themselves in control of these many activities 
which are strictly their field of work. They must 
feel the necessity of reporting births. This would 
seem altogether possible with the type of organi- 
zation developed through county, state and na- 
tional medical societies. Working as individuals 
much can be done, more can be accomplished 
through strong medical organizations. 

Medicine and its teachers should have no fear. 
The power which belongs to it should be grasped 
and guided into proper channels. The public is 
beginning to understand that physicians are men 
and women as well and that they can be interested 
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in any worth-while, well conceived, properly ex- 
ecuted health project in precisely the same man- 
ner as can any other group of intelligent public 
spirited citizens. 

The opportunities open to medicine for leader- 
ship are boundless and when the doctor steps 
forward to take control through his county med- 
ical society, I thoroughly believe that we will 
hear less unjust criticism but more praise, and 
that we will develop an understanding of the 
principles that make medicine one of our greatest 
professions. 

In closing I would like to give a toast to the 
doctor which I recently came across, “In the 
name of thousands of unbroken homes in which 
midnight hand-to-hand fights with death have 
been fought and won; in the name of thousands 
of lives rescued from abnormality and made use- 
ful; in the name of unshed tears and forestalled 
pain and baffled death—I doff my hat today to 
the Doctor. May he never have use for his own 
medicine. May each movement of pain he has 
saved others shine in the crown of his life like a 
bright star. May the children to whom he has 
saved parents and the parents to whom he has 
saved children take time to acknowledge the 
doctor’s worth. May his patients pay him his 
bill. And in the inevitable hour may a certain 
grim adversary recognize a noble foe and deal 
gently with the doctor.” 


DISCUSSION 


Dr. Donald W. Killinger, Joliet: This is certainly 
a very interesting and very instructive paper, if I may 
use the word, from a layman. I believe Miss McAr- 
thur, who has dealt with doctors for some time, senses 
the situation the doctor is faced with today. I do not 
believe that any of us have lost sight of the fact that 
medicine is facing a crisis. I know the situation in my 
own community, and I believe it is the same in yours. 
The average physician today is facing a crisis, and 
there must be some way of working out a solution to 
distressing problems. There are many local obstacles 
that are difficult to handle. I have been secretary of a 
county society for four years, and we of our local so- 
ciety have encountered many of these problems. 

There are many men in every community who are 
hard to handle and who cannot be corraled. If you at- 
tempt to impose on them the ideas of the rest of the 
men in the interests of the group as a whole, they will 
balk. I believe the loss of a member is a terrific blow, 
a much greater loss than the gain in acquiring a new 
member. I think these disgruntled members should be 
encouraged to stay with the society and help fight its 
battles, rather than leave and become an enemy to the 
common cause. Many men want to come to meetings 
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for their own welfare, to hear an interesting paper, to 
learn something new about a subject in which they are 
interested, but they do not give genuine support to their 
society. Many men are cutting fees, and tell us it is 
none of our business; if not members they can do this 
and we are at a loss to cope with such a situation. 
Someone mentioned there were 4,000 non-members in 
the state. I think that is a most unfortunate situation 
and it surely hinders the profession in its struggle to 
preserve its high standards. 

What is the solution of these problems? I believe 
medicine must be better organized. I believe the move- 
ment must come from above, not from below. The 
county society is a fine organization to carry out orders 
and co-operate with the parent societies, but I do not 
believe that the Illinois State Society or the American 
Medical Association should look to the county society 
to solve these problems. They are too big. It must 
come from leadership higher up. The solution of the 
problem lies in the taking over of a new responsibility 
so far as the Illinois State Medical Society and Ameri- 
can Medical Association are concerned. 

Dr. Bennett feels that a day a week might be well 
devoted to our economic problems, and in doing that 
we must face some unpleasant facts, we must turn over 
unholy ground. It is nice to hear our scientific papers, 
it is educational to read the discussions and the papers, 
but there are many other problems for organized medi- 
cine to consider—serious problems. I believe organized 
medicine should make a careful survey of the condi- 
tions which confront us; representatives should be sent 
to talk to various individual physicians about the state 
and about the country, to get their problems and their 
viewpoints and their theories on the solution of these 
problems. Whatever of value is obtained should be put 
into a pool, and from that might be worked out a solu- 
tion. Without being radical I again say that the solu- 
tion must come from the higher bodies, the State So- 
cieties and the American Medical Association. Too 
much has been left for the small county units to start— 
particularly when they are so engrossed in their own 
local problems. 

Dr. Edward H. Ochsner, Chicago: In spite of the 
lateness of the hour these contributions should not go 
without being discussed. 

One of the most discouraging things in history is the 
fact that each succeeding generation seems to be in- 
capable of learning anything from past history. It has 
been said that the only thing that history teaches is 
that it teaches nothing. If we could look back and use 
our historical knowledge, a great many of the ills that 
recur in each successive generation could be avoided. 

I believe that medicine today stands the highest in 
the estimation of the American people of any group in 
society. I am not pessimistic at all about the opinion 
of the public. If you look through the magazines and 
the daily papers, and look at the reception that was 
given the majority report of the Committee on the Costs 
cf Medical Care and then look at the reception given the 
minority report of the same Committee, you will find 
my contention substantiated. Almost every line that 
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was written in American journals and newspapers was 
commendatory, not of the main report but of the mi- 
nority report. I repeat that there is no group in 
American society today standing so high and having 
such a splendid record for achievement as the medical 
profession. Great human crisis such as that we are pass- 
ing through today are apt to bring out a host of nostrum 
cures. The medical profession should go right along 
and mind its own business and not attempt any of these 
nostrums. I think the people are getting “fed up” on 
flamboyant advertising. One needs but to listen to 
the radio for one single evening in order to be con- 
vinced of this. One great fault of the American people 
is fadism, but when the fad goes too far it defeats it- 
self, just as the streptococcus or staphylococcus dies off 
in its own excrement. The thing for the American 
physician to do is not to get panicky, to sit tight and 
keep on in the dignified way that has been theirs through- 
out history, and they will win out. I believe the com- 
mittee of which Miss McArthur is executive secretary 
is doing splendid work. 

Just one more thing. I think people are becoming 
thoroughly nauseated with bureaucracy very rapidly. 
They will be so nauseated shortly that the medical 
profession will be saved. A few years ago big business 
wanted to control the medical profession, but the think- 
ing people of this country are gradually getting “fed 
up” with bureaucracy and lay controlled medicine and 
the reaction will soon come and the practice of medi- 
cine will be saved. The American people have come 
to the edge of the abyss a number of times in their his- 
tory and each time have stopped short of going over, 
and I believe their good sense will save them again this 
time. 





INCIPIENT CATARACT 
C. W. Geicer, M. D., and J. H. Rorn, M. D. 
KANKAKEE, ILLINOIS 


Certain types of lens opacities have been desig- 
nated as senile cataracts. If no predominating 
pathology, such as diabetes, cardio-renal disease 
or occupational causes, can be found the condi- 
tion is cheerfully relegated to the classification 
of senile cataracts. These opacities may be found 
as early as the third decade of life and progress 
rapidly to necessary surgery. Again patients in 
the late seventies and eighties may be seen with 
very little or no morbid changes in the lenses. 
To attribute such cataracts to senility seems 
rather unconventional. 

Presbyopia, a precursor of senility, arrives at 
a very definite period of life. The menopause 
varies but a few years with individuals and races. 

Read before Section on Eye, Ear, Nose & Throat at Annual 


Meeting of Illinois State Medical Society, at Springfield, May 
15, 1984, 
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These changes are definitely ascribed to the 
accumulation of years. We also have atrophic 
changes, Which we find convenient to refer to 
advancing age—alterations in the hair and skin 
or resorption of the alveolar processes. However 
these changes vary greatly with age and for no 


really acceptable reason. 

Recently very many changes, which we encoun- 
ter in that period of life, termed past middle 
age, have been committed to that vague limbo 
known as secondary diseases. Many conditions 
which were once dignified as separate entities, 
are now regarded as symptoms of some more 
deeply underlying pathology. We no longer treat 
vascular diseases of the eye nor neurological im- 
pairment of vision as difficulties per se but rather 
as warnings for thorough and searching investi- 
gation by the internist. 

To consider cataracts as senile, whose etiology 
we cannot easily allot, which occur after the 
third decade of life, should condemn all of us to 
impairment of vision from cataracts if we live 
long enough. As a medical profession, we are 
priding ourselves on extending the expectancy 
of life and we believe that we are entitled to this 
credit. Consequently, we are seeing patients of 
greater age, whose physical condition is every- 
thing that could be expected. But regardless of 
this fact we are not meeting with any very great 
increase in the so-called senile cataracts. Per- 
haps, after all, cataracts are not a penalty for 
growing old, but merely symptoms of some re- 
mote and obscure trouble, difficult of diagnosis 
and management. 

Ophthalmic literature is replete with the vari- 
ous surgical procedures in the management of 
cataracts. Technique has been amazingly refined, 
but neverthe’ess we must accept a certain per- 
centage of disappointing results. Whether an 
absolutely perfect surgical program can be per- 
fected is doubtful. However, despite these handi- 
caps, the surgical aspect of cataracts remain the 
more spectacular and alluring. Perhaps this may 
account for the fact that we do not devote more 
time to the early regulation of the so-called senile 
cataract. 

Many abnormal changes in the eye, such as 
uveal diseases, retinitis and keratitis have come 
to be regarded as part of the picture of remote 
disorder and have been more or less successfully 
treated accordingly. We may encounter these 
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conditions at all periods of life, but more fre- 
quently as the age of the patient advances. Yet 
we do not regard these maladies as senile nor is 
our management of them as indifferent as in the 
case of senile cataract. 

In a downstate practice, principally rural, 
approximately 1,300 cataract patients have been 
observed over a period of more than twenty-eight 
years. Traumatic and congenital cataracts are 
not included in this number. Also patients under 
investigation less than one year are not consid- 
ered. Incipient cataracts in our survey were first 
diagnosed as early as the sixth year of life and 
as late as the ninety-ninth. Mention of this fact 
is made, because both of these patients were 
under observation before the diagnosis of incipi- 
ent cataract—was made. The six-year patient 
has aniridia in both eyes. Despite the protec- 
tion of colored lenses and frequent refractions 
the opacities progressed until now in the early 
twenties he is threatened with surgery. The 
older patient had been seen several times between 
the ages of eighty and ninety-nine and only on 
the last examination were the slightest opacities 
discovered, which did not materially impair the 
vision. ‘ A patient approaching the century mark 
must of necessity have escaped many focal and 
general difficulties to attain such an age, which 
may also account for his very good vision 
throughout these years. 

One and four-tenths per cent. of our observa- 
tions were made before the fortieth year. Two 
patients passed through successful cataract sur- 
gery before the completion of the fourth decade 
of life. One of these patients was rejected from 
the universal military service in Germany before 
the World War and was told then that he had 
cataracts. At that time he must have been not 
more than twenty-five years of age. His history 
was devoid of any accountable reason for such 
early cataracts. Nor did the internist who exam- 
ined him at our request find any significant pa- 
thology. His surgical results were gratifying. The 
other youthful patient was a victim of severe 
infantile paralysis in childhood, suffered a high 
thigh amputation before adult age and has been 
a mental victim since she has been twenty-five 
years old. In her case there was no demonstrable 
cause to explain her lens changes. The surgica! 
management here resulted in 20/20 vision. 

Five per cent. of the lenticular opacities were 
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discovered in the fifth decade of life. Between 


the ages of 50-60, 15 per cent. appeared on our 
record. In that period of life when presbyopia 
and the menopause make their appearance and 
become practically completed only 20 per cent. 
of the cataracts were discovered. The fact that 
these two changes become established places the 
individual in that category of past middle age 
or beginning senility. If cataracts are really a 
senile process then we should have the appear- 
ance of more incipient cataracts in this period. 

The next two decades give almost two-thirds 
of our lens changes; 34 per cent. between the 
ages of 60-70 and 31 per cent. from 70-80. How- 
ever, during these years we also found our great- 
est amount of general and focal pathology. It is 
just as reasonable to ascribe these lens changes 
to remote disease as to senility. As long as this 
is a mooted question we cannot be unreasonable 
to insist upon strict attention to the general well 
being of the individual. Twenty-five per cent. of 
the diagnosis in these two decades were made 
routinely, as the vision was but slightly impaired ; 
7.8 per cent. of the cataracts were discovered 
between the ages 80-90 and after 90 only 0.4 per 
cent. Naturally we see fewer patients after the 
eightieth year, unless they have complaints that 
brings them to us. Refractive changes at this 
age are nil unless we have complications and see 
these patients less often than between the ages 
60-80, 

An interesting feature of this survey in the 
high percentage of intraocular complications, coin- 
cidental with the discovery, and appearing during 
the observation of the cataracts. Forty-six per 
cent. of the 1,300 cataracts had other intraocular 
changes. Of these 19 per cent. were vitreous 
opacities, 10 per cent. intraocular hypertension, 
7 per cent. choroidal degenerations, and 10 per 
cent. other intraocular difficulties. 

Empirically assuming that the incipient cata- 
racts in these cases were a part of the picture 
along with the complications, as close cooperation 
as possible was maintained with the internist 
and frequent routine investigation insisted upon. 
This procedure soon became the order with all 
beginning cataracts. Such a program may be 
more or less monotonous and consume a consider- 
able amount of valuable time, yet we believe it 
has its compensations. After not less than one 
year observation, in two instances more than 
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twenty-seven and a general average of 10.6 years, 
63 per cent. of the patients retained practically 
the same vision that they had when the diagnosis 
was made; 25 per cent. retained vision of 20/20 
or better and 38 per cent. had vision of 20/40 
or better. In other words, 63 per cent. of these 
patients were able to enjoy useful reading vision 
over a period of an average of almost eleven years 
and many as long as they lived. 

Let us assume that incipient cataracts are inci- 
dental with age, a premise which today we have 
a right to question, we should be more than ever 
on the alert for complications. Such changes 
might rapidly impair vision, which could be 
erroneously attributed by the patient to the prog- 
ress of the lens pathology. If, as we do find, 
that a great percentage of incipient cataracts 
have other intraocular pathology at diagnosis it 
is not unreasonable to presume that complicating 
pathology can make its appearance in the uncom- 
plicated cases at any time. If we are to regard 
the beginning cataract indifferently we are more 
or less inviting our patients to do the same thing 
and he may disregard impairment of vision, 
whether it be due to the progression of the cata- 


ract or some other invading condition. 
In our series 10 per cent. had at diagnosis 
or developed subsequently intraocular hyperten- 


sion. As we all know intraocular hypertension 
can wreck vision almost as rapidly and more cer- 
tainly than progressive cataracts, we should have 
these patients under control at all times. Many 
of these patients may require surgical manage- 
ment of the hypertension long before there is 
necessity for a cataract operation. However, 
this should not cause us any anxiety in regard 
to a later lens extraction. In our group we have 
three patients under observation successfully 
operated on for the hypertension, but whose pres- 
ent loss of vision we have reasonable evidence to 
believe, is due to the lens opacities. These pa- 
tients have good filtrating blebs and their tension 
is always within normal limits. We are confident 
that this hypertension would not have been de- 
tected as soon as it was except through routine 
examinations. One of these patients will undergo 
a lens extraction within a few weeks and we are 
moderately sure that the post operative results 
will be satisfactory. Whether we can pick up 
other diseases in the depths of the fundus de- 
pends in a great measure on the progress of the 
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cataract. However, we have a sensible premise 


from which to assume that if we have a patient 
under adequate control that such complications 
are not so likely to develop. 

Among the recent refinements in the study of 
the eye, is the slit lamp. With this instrument 
we have a valuable aid in the investigation of 
the pathology and a fairly accurate method of 
determining prognosis. There is a certain per- 
centage of our patients who have not only a 
community but a national responsibility. We 
as oculists and consultants should have the ability 
of outlining the immediate future visual destiny 
of such patients. In the case of the beginning 
cataract Wwe can reasonably do this by means of 
the slit lamp. 

Whether local measures or general supervision 
has very much to do with the progress or retarda- 
tion of cataracts we are not willing to debate. 
However, we believe that such a program is of 
value. Confirmation of diagnosis by early con- 
sultation reassures our patient and prevents him 
from seeking relief from unethical agencies. 
Local treatment at home may not accomplish 
very much as far as the progress of the cataract 
is concerned, but it does satisfy the patient in a 
way and will help bring him back to us for fre- 
quent examinations. This enables us to watch for 
complications and gives us a better chance to get 
acquainted with our patient, which has psycho- 
logical merit. A patient, absolutely confident 
and tranquil, becomes a large factor in our sur- 
gical success. 

To hide our diagnosis from our patients, be- 
cause we are afraid of causing undue alarm, is 
really defeating our ultimate ends. In the finan- 
cial world the bankers have very little sentiment 
when he outlines a program for a client in diffi- 
culty. Then why should the oculist hesitate to 
prescribe a health regime for the cataract pa- 
tient? The oculist is in a position to discover 
these early signs of health bankruptcy and we 
should not allow the patient to go on and become 
handicapped because we hate to cause him appre- 
hension. Cataracts are pathology, whether pri- 
mary or secondary, and cry for medical attention. 
They may be primary or secondary but we as 
oculists should not disregard them as warnings. 


DISCUSSION 


Dr. Harry Woodruff, Joliet: Dr. Roth has pre- 
sented an interesting paper on a very practical subject. 
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His argument for a careful physical examination by 
a competent internist is of course unanswerable. How- 
ever, when we discuss the question of old age and 
degeneration, we confront some difficulties. Old age 
is not a definitely standardized condition; but is com- 
parative or relative. We know that from birth until 
death at an advanced age, that tissue change is a 
constant factor. We know that this change is no- 
where more manifest than in the lens itself. We know 
that there is a distinct nucleus formed in the lens at 
a comparatively early age. Becker’s theory of catar- 
act is that in certain cases, the cortical layers which 
lie next to the nucleus are not able to adapt themselves 
to the sclerosing nucleus and consequently spaces form 
between them which fill with fluid, and when fluid 
forms, opacity is a necessary consequence, 

Another theory is that the first change is in the 
aqueous, I have been going through a very unfor- 
tunate experience. A man 48 years of age who has 
been under my care for several years, developed catar- 
act of the sclerosing variety. When vision in the 
poorer eye had been reduced to less than 20/200 op- 
eration was undertaken. Much to my surprise, with 
the completion of the incision there was such an 
escape of aqueous that the eye ball collapsed and the 
only way in which the lens could be removed was 
by the hook placed back of the lens. There was con- 
siderable cortex left in the eye which was rapidly 
absorbed by the abnormal aqueous; but unfortunately 
after the opacities had cleared so that the ophthal- 
moscope could be used, the presence of a retinal de- 
tachment was discovered. 

This patient had had very thorough physical exam- 
inations and there never could be found anything which 
would explain this condition. We are confronted with 
the same condition in the other eye. Obviously some 
other method of procedure must be, used. Whether in 
this case an abnormal aqueous, and abnormal vitreous 
are the primary factors or abnormal ciliary processes, 
and the sclerosing lens secondary, is not known. Per- 
haps it is all a part of some gland disturbance. 

A third theory is that of light; an abundance of 
ultra-violet rays entering lenses which contain an ex- 
cess of calcium or silicon (the lenses of the East In- 
dians are said to contain silicon) cause them to de- 
velop opacities. 

Perhaps some of you may remember Van De Hove’s 
theory of the action of ultra-violet rays. His theory was 
that the rays were so strongly refracted that they acted 
on the ciliary processes thereby causing cataract by 
defective nutrition. There is some ground for the 
light theory as lens opacities are more frequent in the 
lower part of the lens than elsewhere, the lower part 
being more exposed to direct sunlight. 

In looking over Dr. Roth’s paper I was impressed 
by the fact that they have gone over this one thousand 
or more cases, and I cannot help thinking what a 
valuable thing it would be to start out in practice with 
the keeping of a careful tabulation of these cases—a 
little sketch of the location of these opacities, with, of 
course, a general physical examination and a record 
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of these various findings. No one is perfect by any 
means, no one could pass 100 per cent. examination. 

You are certain to find diseased teeth or tonsils or 
what not, although the patient is in apparent good 
health, but good health is simply a standard which 
is a set up to measure from, there is no sharp line 
of demarcation between health and disease, only in the 
higher manifestations. Neither is it always possible to 
draw the line between degeneration and low grade 
inflammation. I think it well to accept the doctor’s 
view point and to consider all forms of cataract as 
diseased conditions and search for causes. 

Dr. Leo Mayer, Chicago: Dr. Roth’s paper has 
brought up many interesting factors, and in addition 
to some of the experiences Dr. Woodruff gave, we 
have to look at it from the economic standpoint of the 
individual. He suggests that this change in the lens 
be called something different from senile cataract. I 
think that is certainly a good suggestion. Because of 
our use of the slit-lamp we know of the changes which 
begin in the lens at the time of birth and are progres- 
sive. We know that the nutrition of the lens is im- 
paired as in other organs of the body, and I feel that 
these changes in the lens which are seen early in 
adult life should be called adult cataract, not senile 
cataract, because the patients are not senile, but they 
do show changes and opacities which might well be 
called adult cataract. Another good point that Dr. 
Roth brought out is the fact that these general ex- 
aminations are very valuable not only to us as eye 
men, but to the general practitioner also, to keep the 
patient in touch with the general condition as well 
as the eye condition. It seems to be up to ophthal- 
mologists to put over the idea to the patient and to 
the public that we are interested more in general con- 
ditions as they affect the eye, and that point I feel 
should be emphasized very greatly. 

Dr. H. L. Ford, Champaign: I should like to ask 
Dr. Woodruff what type of operation he would con- 
template doing in the second eye. 

Dr. Harry Woodruff, Joliet: In reply to Dr. Ford, 
that subject is not under debate, but if you want me 
to answer it I will tell you what I have in mind. 
Nobody who has not had this experience can just 
exactly appreciate the case, because- you usually see 
these cases of fluid vitreous in definitely diseased eyes, 
injured eyes, or eyes with a hyper-mature cataract and 
all that, but this man is only 48 years old, and I 
feel certain that it will be impossible to extract that 
lens without the same thing happening and I know of 
nothing to do but a needling operation. That is unusual 
at that age, but bear in mind that he has an excessive 
amount of aqueous in that eye, it is all aqueous, and 
I think that the lens might absorb following the 
needling. 

Dr. J. H. Roth, Kankakee (closing): In regard 
to the question that Dr. Woodruff raised about the 
opacities appearing in the lower part of the nasal 
portion, I have often wondered about that myself. I 
huve never been able to find any explanation. Dr. 
Woodruff cited this case with excessive aqueous in 
the eye. The patient we had with this condition was 
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older, in the 70’s. The routine examination in the 
hospital requires a Wassermann blood test; however, 
many times we do not get the report on the Wasser- 
mann until after the operation. In the case we had 
similar to Dr. Woodruff’s the report came back 4+ 
Wassermann, and the old man died of aortitis within 
a year. 

I will say this in passing. Only 105 of the 1,300 
cataracts came to operation. That does not mean 
cataracts that came in, in which the cataract was en- 
tirely mature. This is the incipient cataract—105 of 
these went to the operating room. Dr. Schultz asked 
this question—“What do you consider the causative 
factor.” We send the patients to the internist and 
almost always the report comes back cardiorenal dis- 
ease. The next most frequent pathology is found in 
teeth, then we find other focal infection—the prostate, 
the gallbladder, etc. The usual report however is 
cardio-renal disease. 





COMMON COLD IN INFANCY 
AND CHILDHOOD 


JOSEPH BRENNEMANN, M. D. 
CHICAGO 

In common with what all the other speakers 
have said, I would like to say that I was as- 
signed the subject of the “Common Cold in In- 
fancy and Childhood.” The chief trouble I shail 
have in discussing that subject is in being able 
to know what I am talking about and in being 
able to restrict inyself to that subject. The rea- 
son for that is that perhaps I do not have a per- 
fectly clear cut idea of the limitations of a 
common cold because it is awfully hard to know 
where the common cold ends and where other 
things that are much worse than the ordinary 
common cold begin, such, for example, as sore 
throats, tonsillitis, etc. It is a common experi- 
ence to see in the same family a father with 
perhaps a common cold which the mother ac- 
quires as a result of contact; one of the children 
may develop glands in the neck or an adenitis 
and possibly another one will develop one of 
those more serious things that, if one is not 
scientifically accurate, will perhaps be called the 
“real flu” or grippe. As a matter of fact, they 
doubtless all have the same etiology and clinical 
significance except that there is a different mani- 
festation in the various members of the family. 

When we come to consider the etiology of the 
common cold we must admit that we know rela- 
tively little about the specific etiology. We do 
know some other things. We know, for instance, 
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that there is a distinct individual susceptibility 
to colds. This was especially emphasized by 
(zerny in his clinical complex of an exudative 
diathesis, more or less identical with the lym- 
phatic diathesis that preceded it. We know fur- 
ther that most children after having a number 
of these infections either because of that fact 
or because of advancing years acquire a certain 
amount of immunity to these infections. I think 
we all have the feeling that as long as the child 
is kept at home in the first two or three years 
of life he doesn’t develop as many colds as 
when he begins to go to the kindergarten, or 
even more so, to the nursery school. It has al- 
ways seemed to me that there was an indication 
rather to protect children to some extent during 
that early period because I think it is during 
that period that they have rather more severe 
manifestations and complications than during 
the later period. 

I have long been interested in the apparent 
fact that susceptibility to these infections is not 
as marked in the neonatal period as it is some- 
what later. In an infant ward I am terribly 
afraid of having children together, even though 
they are cubiclized. It is a very common thing 
to see most of the children in an infant ward 
acquire an infection of this sort from one source 
or another and manifest rather severe symptoms 
and complications. It seems to me that babies 
ina maternity ward do not run the same danger. 
There is, of course, to be considered the fact 
that they are still in good condition and that they 
were in a favorable environment before they were 
born. On the other hand, the children who come 
into an infant ward are usually in a poor state 
of nutrition, have not had their vitamin needs 
covered and have not had the proper hygienic 
surroundings. Probably for such reasons they are 
more susceptible to these things than is the new- 
born baby or the child in private practice. It is 
probable, too, that the colostrum has some protec- 
tive action against infection. It has been shown, 
too, by McKhann and others at Harvard that 
placental extract when injected provides defi- 
nite protective immunization against measles 
and other diseases. I think it is possible that 
there is some such action at that time rather 
than that it is the mother’s milk which 
does it as is commonly held. As to what that 
individual susceptibility or lack of susceptibility 
consists of I do not know. Somebody recently 
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wrote something on the biochemistry of the body 
with reference to that. That, of course, merely 
passes the buck. An inherent tendency to hyper- 
plasia and infection of lymphatic tissue to which 
I have already referred seems to play a part. 
Someone has recently reported brilliant results 
in the protection of the patient against these 
infections by the removal of the uvula which he 
considers an atavistic structure peculiarly vul- 
nerable to infection, analogous to the appendix. 
So startling a claim would seem to require con- 
firmation before being fully accepted.’ 

We know one further thing about these colds 
and allied conditions and that is that they are all 
contagious. Every pediatrician knows this. He 
is constantly encountering a familial infection 
and he has long used as a prophylactic measure 
when he finds one member of the family with 
a cold or grippe or sore throat, the injunction 
to “keep the child isolated and away from the 
others.” Unfortunately, the damage has usually 
been done by the time he has been able to insti- 
tute that procedure. Contagiousness means that 
the disease is due to an organism. That organ- 
ism may gain lodgment from contact with an- 
other person, but the infection may also be 
endogenous in origin. In other words, we get 
colds by contact with others, but we can also 
acquire such an infection from the organisms 
which we are constantly and normally harboring 
in our throats when some unusual condition 
arises such as chilling, exposure, wet feet or God 
knows what. 

I think that all of these infections have become 
more frequent in recent times than they used 
to be, probably because of the fact that our 
mechanized civilization has crowded us more and 
more into closer contact with one another in 
the home, in the larger schools, in the movies, 
and in all the other ways in which contacts have 
been widened. 

The tonsils and adenoids have played a lead- 
ing role in all discussions along this line. I 
think we are becoming gradually convinced that 
the adenoids have a good deal to do with such 
infections but that the tonsils have relatively 
little to do with them. Certainly the evidence 
from personal experience, from Kaiser’s enor- 
mous statistics and from the statistics of others 
tends to show that removal of the tonsils has very 
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little effect upon the incidence of colds and that 
coughs, if anything, occur more often in those 
who have been tonsillectomized than in those 
who have not been. 

Paranasal sinusitis doubtless plays a promi- 
nent role in initiating many colds. My own atti- 
tude toward sinuses has always been rather mel- 
low and conservative. With nearly every cold 
that I have ever had I have felt that I had a 
sinus involvement and that this was a normal 
part of the course of such an infection. I think 
that most children who have a severe nose and 
throat infection have some involvement of some 
of the sinuses and that this is not the same as 
“sinus disease” unless the infection persists and 
becomes chronic. Kerley has especially empha- 
sized the importance of sinus infection in the 
causation of colds and has recently reported the 
781st case in which he maintains that a tendency 
to common colds has been removed by a simple 
method of treatment of the sinuses. 

As to the specific cause, we know from the 
work of Dochez, Rivers and their associates that 
there is considerable evidence that it may lie in 
a filterable virus, now usually called simply 
“virus.” They feel that the primary cause is 
probably a virus and that the streptococcus, 
staphylococcus, pneumococcus and other organ- 
isms of that sort are simply secondary invaders. 
The other view assumes that these organisms to- 
gether with the influenza bacillus, Friedlander’s 
bacillus and others, are the actual cause in them- 
selves of the infection. Certainly the streptococ- 
cus plays an important role no matter whether 
primary or secondary. 

As to symptomatology, we are, of course, all 
familiar with the common banal cold with which 
there is a running nose, a scratchy throat and 
little or no fever. The difficult thing is to tell 
when we have just a simple common cold or 
something more or whether a common cold in one 
person may not lead to something worse in an- 
other person with whom he comes in contact. I 
might illustrate as follows: I recently suddenly 
had a running nose. I thought it was allergic at 
first but it turned out to be a real rhinitis. After 
a day or two I had a definite sore throat. Just 
now I have a cough so that it has evidently gone 
farther than I had expected. In my experience 
one can neither tell in advance what a so-called 
common cold is going to amount to nor what 
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manifestations of a far more serious character 
it may lead to in a contact individual, especially 
a child. I have myself never been able to dis- 
tinguish rigidly between a cold, sore throat, a 
pharyngitis, “flu,” grippe, and throat infection 
except in the case of grippe and influenza at the 
time when they appeared in pandemic propor- 
tions. We certainly know little or nothing as to 
whether all of these things have a common eti- 
ology or not. There is a good deal of reason for 
thinking that they do not have. 

With any of these infections we can have, out- 
side of the ordinary course with which we are 
all familiar, three main lines of development: 
Except for the fact that there is a primary respir- 
atory tract infection, we may be able to find 
nothing else clinically except a temperature of 
102 or 103 or 104, lasting sometimes for five or 
six weeks and always ending favorably. Finkel- 
stein speaks of these protracted fevers in his 
admirable book on diseases of infancy as “pro- 
tracted fever of grippe.” It is sometimes a com- 
forting thing to know that there is such a thing 
as this prolonged fever when one sees a child that 
started with a grippe infection and runs a long 
high temperature without other manifestations. 

The second development occurs by direct con- 
tinuity from the throat itself. In other words, 
we can have all of the nose and throat involved 
together with the sinuses; there may be a retro- 
pharyngeal, peritonsillar or retrotonsillar ab- 
scess; there may be a cervical adenitis; there is 
commonly a conjunctivitis and a stomatitis. Fre- 
quently and most seriously the infection may 
spread to the middle ear along the eustachian 
tube and there lead to mastoiditis, sinus throm- 
bosis, brain abscess, or meningitis. The latter 
may be serous or purulent and may arise with- 
out evident previous clinical evidence of mas- 
toiditis. Another direction may be toward the 
lung involving the larynx, the trachea, the 
bronchi, and possibly leading ultimately to a 
bronchio-pneumonia. 

The third development may be along systemic 
lines. We may have a carditis, a nephritis, 4 
neuritis, an encephalitis, a meningitis, a peri- 
tonitis, a pericarditis, and a variety of skin mani- 
festations such as purpura, erysipelas and allied 
conditions, erythema multiforme, etc. To me one 
of the most interesting associations has been that 
of these infections with appendicitis and with 
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abdominal pain not appendiceal in origin. I am 
convinced that more than one-half of the cases 
of appendicitis follow these infections. I think 
you will agree with me if you will attempt to 
check up on these cases. Peritonitis in the older 
child usually follows an appendicitis; in the 
younger child and in the infant it more often 
follows some other infection and, because these 
are the most common infections, it most often 
follows these. 

One of the most interesting things to me about 
these infections is that they occur periodically 
in epidemic form and that there is a striking 
variation in the genus epidemicus. Every year 
we have three or four of these epidemics that 
differ from one another and yet the manifesta- 
tions are peculiarly constant in each epidemic. 
Sometimes we have severe ear infections with 
serious complications, other times we have per- 
sistent coughs, sometimes more retropharyngeal 
abscess, sometimes, as Grulee reported in one in- 
stance, an unusual incidence of acute hemor- 
thagic nephritis. 

The diagnosis itself of one of these infections 
is not always easy. In the ordinary case it is. 
In others one has to consider allied conditions. 
The diagnosis rests naturally first on the symp- 
toms and evidence of trouble that are revealed 
by the history and an examination of the nose 
and throat ; second, upon the fact that there is an 
epidemic current at the time; third, that some 
member of the family has a similar trouble or 
that there has been direct contact with someone 
having this infection; fourth, that there is some 
complication which can arise only from such 
an infection, such as a cough, an otitis media, a 
cervical adenitis, or a laryngitis. 

In the differential diagnosis, probably the 
thing that bothers one most often is the differ- 
entiation from allergic conditions. There is no 
doubt that there are a lot of people, I speak again 
from personal experience, who wake up in the 
morning with a running nose and need four or 
five handkerchiefs in a very short time. They won- 
der if they have “another one of those colds.” In 
two or three hours everything is over with and 
one is sure that it was not just another cold. The 
test of the handkerchiefs that have been taken 
along for the day are not needed. Ordinarily it 
is easy to differentiate allergic conditions from 
the fact that they are sudden, frequently recur- 
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rent and transient, and without complications or 
sequelae. A demonstration of an eosinophilia in 
the nasal secretions which we have seen up to as 
high as 70% of all the leukocytes may settle the 
matter. The use of skin tests may be of distinct 
value. 

The treatment naturally divides itself into 
prophylaxis and cure. An important point in 
prophylaxis follows from what I have said, 
namely the avoidance of contact. We are ex- 
tremely strict about that in the Children’s Me- 
morial Hospital and especially in our infant 
wards. Every intern, nurse and attendant who 
has a cold that is not allergic is taken off the 
ward and if they have a temperature they are put 
to bed until the temperature is normal for a day 
or so. This is especially important in infant 
wards where there is a terrible mortality from 
these infections. I might say that in that con- 
nection no baby ought to be admitted to an in- 
fant ward that is not seriously ill, and that can- 
not be taken care of with reasonable assurance 
outside of the ward. As a result of this policy, in 
a hospital with 265 beds we frequently have only 
? or 8 babies and I am sure that both mortality — 
and morbidity have been reduced by that pro- 
cedure. In other words, we keep babies out rather 
than get them in. That this is not alone our ex- 
perience is illustrated by the following: I re- 
cently visited a very fine clinic in which one of 
the men who took me around began to tell me 
that a certain child came in with a certain 
trouble and “as usually happens” he developed 
a respiratory tract infection, an ear, etc. I said, 
“Did you say ‘usually’ or ‘occasionally’?” To 
which he replied, “Well, I guess I can’t fool you. 
I said ‘usually’ ”. 

The second thing we naturally think of in 
connection with these infections is the building 
up of resistance to infection. Resistance is still 
a rather intangible item. We naturally think of 
our most recent allies, the vitamins. For years 
we have given cod liver oil, exposed children to 
sunshine and the quartz lamp and more recently 
have used viosterol and haliver oil in various 
combinations. I have myself given barrels of cod 
liver oil and I can frankly state that I do not 
know that cod liver oil has ever reduced these 
infections in children to whom I have given it. 
In a general way, of course, it is a good thing. 
It gives them vitamin D and A and makes for 
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a rounded diet. It is difficult to estimate the in- 
fluence of any of these things in a matter that 
does not admit of control. With vitamin D, sun- 
shine, quartz lamps, viosterol and haliver oil 
more or less out of the picture in this connection, 
we naturally have another vitamin offered to us 
—this time vitamin A. It has ever been called 
the “‘anti-infectious” vitamin. From animal ex- 
periments we know that when the animal is suffi- 
ciently deprived of vitamin A it has serious 
changes in all of its mucous membranes includ- 
ing those of the respiratory tract, that this pre- 
disposes it to colds and that it therefore has re- 
peated respiratory infections. For this reason, 
caritol and carotene are now much in the lime- 
light. One of the infant food houses is put- 
ting out a complete feod for a young in- 
fant containing cod liver oil, orange juice, and 
carotene. The joker, of course, lies in the fact 
that no human being is ever so completely cut 
off from vitamin A that his condition is anal- 
ogous to that of the experimental animal. The 
reports of the late Dr. Hess and others lead one 
to think that an added amount of vitamin A 
does not increase a child’s resistance to these in- 
fections. 

“Cold shots” I have had no experience with. 
| would think myself that cold shots were hardly 
sufficiently scientifically and specifically estab- 
lished that one would be justified in using them 
except perhaps in periods of depression as at 
present when people insist upon it. At such 
times I think it would be justifiable to use them 
and also for psychological reasons because if you 
don’t give them, somebody else is going to do so. 

As to active treatment, there is to my mind 
one paramount item: Rest in bed as long as 
there is any fever. It also helps in the matter of 
isolation. It has been said that we recommend 
the things that we like best ourselves and that 
may possibly have some influence in my case, but 
I am sure that it is the most important item. 

I heartily agree with what Dr. Black has said 
about the temperature of the room. I think the 
room should be warm. I don’t care so much 
about fresh air as I do about having the room 
moderately warm, or, put it the other way, that 
it is not cold. Our lay advisors have not yet quite 
gotten over the idea that fresh air is the im- 
portant thing, no matter what the temperature 
may be. I think that is the bunk. 

As to local treatment, I myself have never 
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used such things as argyrol, neosilvol, hexylresor- 
cinal, as nose drops or applications to the throat. 
I know the names of some of them but I do not 
believe that they do a particle of good. In the 
first place, the nose is full with an outward cur- 
rent that carries the medicine away. In the sec- 
ond place, the germs that are doing business are 
probably beneath the surface. In the third place, 
I have to be shown that anything that is as un- 
pleasant to a child as putting nose drops into his 
nose or spraying or swabbing his throat does 
some real good before I want to do what I know 
to be harmful. I think swabbing is peculiarly 
pernicious and should never be used. At most, 
even if it had something to be said in its favor 
it would influence only a small portion of the 
affected mucous membrane. 

Astringents such as ephedrine, epinephrine, 
menthol, etc., may do some temporary good and 
are less irritating than watery solutions. One 
must remember, however, that there have been 
a number of lipoid pneumonias reported that 
have apparently resulted from the instillation 
of oily substances into the nose. I do think that 
boiling water in the room to which has been 
added a teaspoonful of compound tincture of 
benzoin every so often, together with a few drops 
of oil of eucalyptus, is beneficial. I think most 
of us have felt a relief that comes from entering 
a room in which there is a vapor of this kind. 
Possibly the medication is superfluous but it has 
a psychological effect from which we can as yet 
not completely divorce ourselves. 

Abortive treatment such as the use of the hot 
bath, large doses of aspirin, or Dover’s powder, 
or a toddy, the latter of which may be quite 
agreeable to older people, has, I believe, no use- 
ful purpose in the treatment of these infections 
in children. I think aspirin has a distinct place 
as an alleviator of discomfort rather than a re- 
ducer of temperature and should be used freely 
if there is discomfort due to fever. I do not 
helieve it is necessary, or perhaps even desirable, 
to reduce a temperature of moderate degree be- 
cause we are not sure that a fever is not one of 
Nature’s ways of combating an infection. If 
the temperature is extremely high, say over 105 
or 106, there is nothing that has as favorable an 
effect from every standpoint as the initially 
tepid pack, cooled down to the desired point by 
spraying colder water over the sheet that the 
child has been wrapped in. 
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As to the use of cathartics at the beginning of 
any infection, by which I mean the purge that is 
always recommended, I think that goes back to 
the time when as Osler said, “A bloody Moloch 
sat in the Chairs of Medicine” and everybody 
was bled even if they had a hemorrhage. It is, 
of course, desirable that there should be a move- 
ment but that is all that is necessary and 
whether procured by a mild laxative or by an 
enema is to my mind immaterial. 

As to the diet, I have always allowed any child 
with a temperature that was not due to appendi- 
citis, gastric ulcer or some such condition, to eat 
whatever he wanted to eat. I think it is utterly 
unwise to restrict the diet in any ordinary illness 
to liquids. There is, on the other hand, one 
liquid concerning which I have a somewhat dif- 
ferent attitude. Milk is a liquid when it is taken 
but it becomes a peculiarly very solid food after 
it enters the stomach. 


DISCUSSION 


Dr, Isaac A. Abt, Chicago: It is hardly possible to 
add anything in the way of discussion to Dr. Brenne- 
mann’s paper, he has covered the ground so thoroughly. 

It is interesting to think of Czerny’s theories con- 
cerning the upper respiratory infections in infancy. It 
was he who thought that many of the colds and catarrhs 
were due to a constitutional state and an unfavorable 
reaction to certain elements in the diet. The constitu- 
tional state he called exudative diathesis and the offend- 
ing articles in the diet were protein substances such as 
milk and eggs. 

He clung to this theory even in his later years. I 
heard him as late as 1928 when exudative diathesis 
was almost on its death bed and allergy was in the 
ascendancy. He still maintained vehemently that, in 
accordance with his theory of diathesis, offending pro- 
teins were a frequent cause of upper respiratory infec- 
tions. 

Perhaps he was not so far wrong. While it is diffi- 
cult to explain diathesis, it is also true that the funda- 
mental facts of allergy need to be further elucidated. 
Nevertheless the theory of allergy and its practical 
use is more comprehensive, and is a considerable step 
in advance of Czerny’s idea. 

Recently much has been written about the relation 
of the acid base diet to the upper respiratory infections. 
While the theory is appealing, the practical application 
of the dietary regime is difficult, and disappointing in 
results, 

Recently a number of American investigators 
(Dochez, Rivers) have called attention to the role of 
viruses in the causation of the upper respiratory infec- 
tions. Bacteria may be associated with the infection, 
but the virus is considered the primary cause, and the 
bacteria secondary invaders. 

So far as treatment of colds is concerned, I can only 
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subscribe to what Dr. Brennemann has already said. 
I think too that the use of vaccines is of doubtful value. 
Though Dochez, in a recent paper, expresses great 
skepticism as to their efficiency, he admits that they 
may occasionally ameliorate symptoms, though the evi- 
dence is not conclusive. 





THE AID OF THE X-RAY IN THE 
DIAGNOSIS OF BREAST TUMORS 


Ira H. Lockwoop, M. D. 
KANSAS CITY, MO. 

In 1913 Salomon published a monograph on 
local extension of malignant tumors of the mam- 
mary gland based on the anatomical, pathological 
and radiographic findings of sections of the 
breast after operation. We were unable to find 
another publication in the medical literature on 
radiography of the breast until 1929 when an 
article by Goynes, Gentil and Guedes appeared 
in the Spanish literature. Following this War- 
ren, Fray, Ries, V. Paschetta, Romagnoli, Sea- 
bold and Vogel published the results of their 
work and drew some very interesting conclusions 
regarding the interpretations of the normal and 
pathological changes in the mammary gland. 

Due to the topographic state the breast is diffi- 
cult to radiograph but on a properly executed 
roentgenogram it is important that the rays 
strike the breast in an exact transverse position, 
otherwise, there will be superimposition of the 
roentgenographic image. In the flaccid or 
pendulous breast Seabold* has constructed a 
cradle that has proved satisfactory. The French? 
have adopted a technique similar to ours, except 
they mold the film to the contour of the breast 
and thoracic wall, believing that it produces less 
distortion of the mammary image. In our own 
work we have used a rectangular compression bag 
capable of being filled with air after it has been 
placed under the breast. The patient is placed 
obliquely on the radiographic table. The head 
lies on the arm corresponding to the side being 
examined, while holding the other breast out of 
the way with the free hand. All clothing over 
the breasts is removed. The central ray is di- 
rected along an imaginary line extending from 
the sternal to the axillary base of the gland. The 
factors are: 36-inch distance, kilovoltage varying 
from 55 to 70, depending on the degree of pene- 
tration desired, 100 ma with an exposure of 3/10 


Read before Section on Radiology at Annual Meeting of 
Illinois State Medical Society, at Springfield, May, 1934. 
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to 1 second with the Potter-Bucky diaphragm 
and double intensifying screens.** By using the 
above factors there is no distortion of the breast 
structure and the time is sufficiently short to 
eliminate movement. Several negatives using 
different exposures may be necessary to establish 
a clear concept and the value of serial study and 
stereoscopic negatives in the diagnosis of certain 
conditions cannot be overestimated.’ In an at- 
tempt to improve the method, opaque substances 
have been injected into the milk ducts of the liv- 
ing; excellent images have been obtained but in 
the cases reported by Ries® inflammatory reac- 
tions and abscesses have developed. Certainly 
the method should not be recognized until some 
less irritative substance is found. 

The roentgenogram of the normal breast shows 
four distinct anatomical zones of different densi- 
ties.? 1. The cutaneous zone with confirmation 
of the nipple and skin margin in profile. 2. The 
adipose zone of varying degrees of thickness and 
showing the fibro-glandular prolongations from 
the mammary mass to the skin. 3. The glandular 
zone with the structures appearing as a pyramid, 
limited at the back by the retro-glandular zone, 
with some irregularity of the anterior margin, 
especially in the region of the nipple due to the 
formation of milk ducts. 4. The retro-glandular 
zone appearing as a smooth, narrow, clear space 
separating the base of the breast from the pec- 
toral muscles. 

Two distinct histological patterns of the gland- 
ular zones have been described*—mazoplasia and 
cevstiphorous desquamative epithelial hyperplasia. 
Mazoplasia is the term given to the type of 
desquamation of epithelial cells in the terminal 
ducts and their acini accompanied by hyperplasia 
of the pericanalicular and periacinous connective 
tissue and often with the formation of ducts and 
acini. Of the roentgenogram this state is charac- 
terized by a frond-like appearance of the paren- 
chyma with the converging striations forming a 
fine indistinct band beneath the nipple and vary- 
ing amount of non-opaque stroma between the 
mass of the gland and the derma. 

Cystiphorous desquamative epithelial hyper- 
plasia begins as a desquamative epithelial hyper- 
plasia that ends in the formation of cysts. These 
breasts are often “shotty” to palpation and 
correspond to the state of chronic cystic mastitis. 
On the roentgenogram the fibro-glandular stria- 
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tions are marked; the parenchyma appears to fil] 
all the available space to the derma and there js 
a broad, dense band beneath the nipple. It is 
in these breasts that both large and small cysts 
are found. Between these two extremes are 
breasts showing characteristics of each type. 
Whether one accepts Cheatle’s or Handley’s® ex- 
planation of the histological changes accompany- 
ing these different states, each presents a typical 
appearance on the roentgenogram. 

Pathological processes, either neoplastic or in- 
flammatory, are shown on the roentgenogram by 
alterations in contour or changes in density of 
the anatomical zones of the breast. Microscopi- 
cal sections of the whole breast have been made 
showing the alterations in contour and outline of 
the different zones of the breast and also the 
changes in density with a correlation of the 
microscopical and roentgenographic findings. 

Cysts. Cysts are associated with the state of 
cystiphorous desquamative epithelial hyperplasia 
and the multiple generalized bilateral cystic 
involvement is shown as well as the localized 
isolated cyst. The roentgen findings are charac- 
teristic; spreading from the interior of the 
glandular parenchyma, which is rather dense, are 
many relatively clear areas of varying size. The 
clear retroglandular zone is shown and occasion- 
ally involvement of the axillary structures. 

If a cyst arises in a localized area of the 
cystiphorous state, it presents a mass more 
opaque than the rest of the gland—slightly irreg- 
ular in outline and may give the appearance of 
a faint, solid tumor but does not have the smooth, 
dense well-defined outline.*° A cyst containing 
fluid is relatively less dense than a solid tumor.” 

After the menopause the roentgenogram shows 
varying degrees of atrophy of the glandular 
structure with an increase in the amount of non- 
opaque stroma and a reduction in the fibrous 
striations. This replacement is far more com- 
plete in mazoplasia than in chronic cystic 
mastitis. The irregularity of the glandular 
atrophy may lead to soft mottled shadows repre- 
senting residual lactating acini’? or senile parel- 
chymatous hypertrophy.* The glandular atrophy 
permits greater density of the cystic lesion than 
the surrounding stroma. 

Solid Benign Tumors. Solid benign tumors 
appear on the roentgenogram as circumscribed 
opaque areas, often multiple, with a dense peri- 





lesic 
a he 
moo 
it m 
am 
state 
case! 
a de 
carci 
that 
gard 
diag 
evide 
hype 
nipp 
loma 
cally 
Fi 
of tl 
clini 
the ¢ 
massi 
fine 
abno: 
zones 


Ca 
infilt 
They 
acter 
cases 

tumo 
plane 
tions 

anato 
dense 
ation: 
comp 
encap 
roun¢ 
nodes 


te of 
lasia 
ystic 
lized 
arac- 
the 

, are 
The 


sion- 


the 
more 
rreg- 
ze of 
ooth, 
ning 
jor.” 
hows 
lular 
non- 
yrous 
com- 
ystic 
ular 
epre- 
1ren- 
ophy 


than 


mors 
ribed 
peri- 


October, 1934 


phery but no evidence of invasion of the adjacent 
tissue. The benign tumor pushes aside the fatty 
tissue and other constituents of the breast. There 
may be distortion but no interruption of the stri- 
ations. The retroglandular zone is clear and no 
disturbance of the muscle planes. Fibro-adenoma 
is the only tumor that can be traced directly to 
mazoplasia. 


Papilloma. There are no _ characteristic 
roentgen findings to identify these microscopic 
lesions. The significance of a serohemorrhagic or 
a hemorrhagic discharge from the nipple is a 
moot point. Bloodgood’* is of the opinion that 
it more often accompanies a benign rather than 
a malignant lesion. Deaver and McFarland’ 
state that a bloody discharge, in a majority of 
cases, is due to papillary growths. Adair’® says 
a dark bloody discharge always means a duct 
carcinoma. The consensus of opinion seems to be 
that discharge from the nipple cannot be re- 
garded as of great significance in differential 
diagnosis..7 One finds on the roentgenogram 
evidence of cystiphorous desquamative epithelial 


hyperplasia; this, with the bleeding from the 


nipple warrants a presumptive diagnosis of papil- 
lomata in the absence of a mass or roentgenologi- 
cally demonstrable tumor. 


Fibrosis. The roentgen appearance of fibrosis 
of the breast is often not as confusing as the 
clinical. One sees on the negatives, except in 
the cases of local trauma,!® many faint, irregular 
masses of scar tissue involving both breasts with 
fine striations extending into the axilla, but no 
abnormalities in the contour of the anatomical 
zones, 


Carcinoma. 
infiltrate and destroy the neighboring tissue. 
They are without definite demarcation and char- 
acterized by proliferation. In the more advanced 
cases a band extends from the nipple to the 
tumor mass with a loss of the normal muscle 


planes. On the roentgenogram one sees altera- 
tions in contour and density of one or more 


Malignant tumors of the breast 


anatomical zones. The tumor appears rather 
lense and irregular with interruption of the stri- 
ations. The periphery may be feathery or more 
compact than the mass, giving a false sense of 
encapsulation due to the compression of the sur- 
rounding tissues. Extension into the lymph 
nodes in the axilla appear as smooth dense opaque 
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areas, while the inflammatory nodes are faint and 
irregular in outline. 

Inflammatory carcinoma of the breast presents 
such unusual manifestations that the clinician is 
often misled. It has been described by many 
writers with such variations as to suggest that 
uncertainty exists as to the nature of this lesion. 
The rate of growth is rapid and the tumor may 
involve the entire breast and be fatal in a few 
weeks’ time. Fortunately, the condition is rare. 
Age, trauma or previous lactation apparently do 
not enter into the etiology. The differential diag- 
nosis must be made from abscess of the breast, 
erysipelas, radiation changes, tuberculosis, ulcer- 
ating carcinoma of the breast, Paget’s disease 
and gumma. The roentgen examination in in- 
flammatory carcinoma of the breast shows a 
homogeneous opacity over the area involved and 
only by increasing penetration are we able to 
show the breast structures, with the increased 
fibrous tissue change, the definite tumor mass 
and marked thickening and infiltration of the 
skin with the underlying structures adherent 
to it. 

It is possible to study radiographically the 
mammary gland. The technical factors of the 
examination are important. The value of the 
method is shown by the high percentage of diag- 
nostic accuracy in the differentiation of benign 
from malignant lesions.2° The identification of 
early carcinoma in the presence of chronic cystic 
mastitis before the menopause may be difficult, 
however, the majority of individuals who come 
for an examination with the history of a lump in 
the breast are encountered after the age of forty?® 
when the involutional changes are such that the 
neoplastic characteristics are easily identified. 

The limitations of this method are: The in- 
ability to recognize”* microscopical areas of can- 
cer; early malignant degeneration in benign 
tumors and early carcinoma associated with 
chronic cystic mastitis. Roentgenograms may 
establish the presence or absence of a mass often 
before the disease is clinically apparent; define 
its mammary or axillary extensions; reveal mul- 
tiple tumors, which are not necessarily benign ; 
call attention to the importance of distant sec- 
ondary malignancy;?* reveal both benign and 
neoplastic changes and a transition of a benign 
into a malignant lesion; depict those changes 
characteristic of the spread of carcinoma along 
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In many cases where 


the connective tissue septa. 
the disease seemed to be confined to a single 
nodule, microscopical sections of the whole breast 
revealed the frequent presence of impalpable 
axillary glands and involvment of the lymph 
structures along the pectoral muscles. These 
changes, dangerous because the cells permeate 
along these septa, reach the more active lymph 
streams and are easily carried to distant parts. 
The roentgen examination offers a permanent 
record of the findings; is a means of serial study 
of the breast; has none of the physical limita- 
tions of transillumination and in those cases 
positive for carcinoma, the need for biopsy can be 
eliminated and is exceeded only by the micro- 
scopical examination of excised tissue and we 
believe will bring patients to operation at a stage 
when surgery can offer more than palliation in 
cancer of the breast. 
306 East 12th Street. 
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DISCUSSIONS 


Dr. Fred H. Decker, Peoria, Ill.: I think Dr. Lock- 
wood has been extremely modest in evaluating his part 
in the development of this particular method or ex- 
amination. Even though he was not the founder of 
this method, we know that he has brought it up to a 
high point, where it will soon become a standard- 
ized portion of roentgenological work. 

Unfortunately, we must admit that to date this work: 
has not been popularized to the extent that internists 
and surgeons will refer their patients to the radi- 
ologist for this help. We know that in institutions 
where cooperation is developed to a high degree this 
is being done but unfortunately, many of us are work- 
ing outside of institutions where that cooperation is 
present. For that reason my opportunities in this line 
have not been as great as I would like. 

However, the possibilities of this examination are 
very intriguing. We dosknow that a correlation of the 
clinical and pathological findings in breast tumor have 
frequently indicated to us the rather negative value of 
certain portions of the clinical examination. We do 
know that to date biopsy is the method which we have 
to rely upon. We also know there are certain fac- 
tors about biopsies which are not as they should be. 
We know that sometimes the pathologist does not 
obtain the portion of the tumor which tells the story. 
Sometimes, in fact, he may not receive any portion of 
the tumor at all. 

In the second place, we know that there are at- 
tendant dangers to biopsy. It may be that, if the 
entire tumor is not removed, remaining cells may pos- 
sibly take on a greater degree of malignancy and if 
there is a transplantation of cells, there is a possi- 
bility of greater growth in virgin tissue. 

Lord Moynihan, a surgeon, and Soiland, a radiolo- 
gist, have suggested the possibility of the treatment of 
malignant breast conditions by the use of interstitial 
radium or by the external application of x-ray. One 
very just criticism of their type of work has been the 
fact that they could not evaluate their results because, 
in the absence of a biopsy, a definite diagnosis was not 
present. For that reason, this method is particularly 
intriguing, or should be so, to the radiologists of to- 
day. We feel that the response of a mass to irradia- 
tion is not always a fair criterion of the type of cell 
making up that mass, because we know that certain 
inflammatory types of breast changes, are helped by 
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irradiation whereas, if we have scirrhous, slow grow- 
ing type of carcinoma, the response may not be great. 

It is for these reasons that methods such as Dr. 
Lockwood has suggested shoud be tried to their fullest 
extent. I express again my appreciation to Dr. Lock- 
wood. 

Dr. I. H. Lockwood, Kansas City, Mo.: I do not 
want to leave the impression with you that this method 
is to supplant any other type of examination of the 
breast. I distinctly feel that the clinical examination 
should be carried out, probably more thoroughly than 
we have ever done it before. Trans-illumination must 
not be overlooked. I believe that the x-ray examina- 
tion of these breasts will still add something in a 
great many cases that the other two methods have 
not given. 

As far as the biopsy is concerned, I am a firm 
believer in it. I think that none of you, however, would 
have a biopsy done upon a bone tumor without an 
x-ray negative, and the time is coming when you are 
not going to have a biopsy done upon a breast with- 
out an x-ray negative. 

To make this work a success requires a study of 
the anatomy, as Dr. Orndorf has brought out, also 
a study of the physiology and pathology of the breast 
tissue. 





THE REHABILITATION OF THE 
CRIPPLED CHILD FROM THE 
STANDPOINT OF ORTHO- 
PEDIC SURGERY 


Fremont A, CHANDLER, M. D. 
CHICAGO 


In considering the subject of “Rehabilitation 
of the Crippled Child from the Standpoint of 
Orthopedic Surgery” two questions arise. What 
is orthopedic surgery and what is its relation to 


crippled children? The term orthopedic comes 
from the Greek orthos, meaning straight, and 
pais, meaning child. Orthopedic surgery has 
gradually come to mean the straightening of 
children and then has crossed age limits to mean 
the surgical care of crippling conditions regard- 
less of age. The National Board of Orthopedic 
Surgery has tentatively accepted the following 
definition of orthopedic surgery; “That branch 
of surgery especially concerned with the preser- 
vation and restoration of the function of the 
skeletal system, its articulations and associated 
structures”—a definition broad in its scope but 
emphatic in its reference to function of the bone 
and joints and structures having to do with this 
function. 


— 


Read before Section on Surgery at Annual Meeting of Illi- 
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It is from this vantage point that the ortho- 
pedic surgeon views the problem of the crippled 
child. It is not for him to judge or weigh the 
economic and social merits of any given case 
nor to be ruled by sentimental emotions. It is 
for him to reduce the handicap in any particular 
ease to the best of his ability. Until we can 
comprehend the forces controlling our universe 
we cannot delay our actions in extending help 
to the handicapped. 

Crippled children may be placed into the fol- 
lowing groups for this brief discussion : 

First. Errors of development. 

Second. Accidents during or about the time of birth. 
‘Third. Growth changes due to faulty nutrition or 
hereditary disease. 

Fourth. Resulting from infections of the skeletal or 
the neuromuscular systems. 

Fifth. Trauma. 

Of the first group, those due to errors of de- 
velopment, only the congenital club foot and the 
congenital dislocation of the hip, will be con- 
sidered because of lack of time. Congenital club 
feet of either the equinovarus or calcaneovalgus 
type should be submitted to carefully planned 
and executed treatment beginning in the first 
few days of life. The tissues of the foot will 
never be softer nor more yielding than at this 
early age. The most favorable results may be 
had by beginning judicious correction at this 
time. The foot must be over corrected and kept 
under observation to prevent recurrences, for 
months and years, in fact long after the parent 
is satisfied with the outcome. Treatment termi- 
nated too early is too often followed by deform- 
ity that will never yield to correction to a satis- 
factory degree. If operative measures need be 
resorted to, the function of the foot seldom 
reaches that of the normal. 

Congenital dislocation of the hip must be 
brought for treatment during the first four or 
five years in order to secure the best result. Such 
a hip should be gently manipulated to a normal 
relation in the acetabulum and if this is suc- 
cessful, it should be retained in place for several 
months by plaster splint or brace. If reduction 
cannot be obtained without expending force, open 
operation is indicated. A mid-position between 
the routine manipulative reduction and the rou- 
tine operative reduction is probably the best. The 
possibility of late growth changes in the hip joint, 
after reduction, must be kept in mind, for study 
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of such hips during adult life reveals that only 
a small percentage function in a truly normal 
manner. 

Children representing the second group (acci- 
dents during birth) are seen in large numbers in 
any orthopedic clinic. Of this group, the case 
presenting spastic paralysis is most common. 
The clinical picture is extremely varied as to type 
and degree making it impossible to outline their 
care in any but a general way. These children 
are delayed in sitting, in walking and talking, 
although most will eventually accomplish these 
feats. Because we cannot judge these children 
by the same criteria as normal children, we are 
apt to underrate their mental capacity. Their 
facial expressions, speech, and ability to perform 
actions are distorted by the pathology present, 
thus making proper rating difficult, for these are 
the criteria by which most of us are judged in 
estimating our mental capacity. Much can be 
done for this group by patient training and judi- 
ciously applied surgery. The fundamental path- 
ology can rarely be corrected but contributing 
factors may respond to treatment. Defects of 
vision should be compensated by glasses, foci of 
infection should be removed, dietary habits regu- 
lated. The deformities should be prevented or, 
if present, should be corrected by orthopedic 
measures, including a wide variety of surgical 
procedures. The orthopedic surgeon can testify 
as to the justification of the long drawn out care 
that is necessary in this group of crippled 
children. 

The incidence of faulty development of bone, 
secondary to nutritional disturbances, is dimin- 
ishing and will eventually be solved through so- 
cial and economic channels rather than through 
medicine or surgery. The problem of scoliosis 
or lateral curvature of the spine may be consid- 
ered as representative of this large group of 
cases. This type of deformity presents one of 
the major problems of orthopedic surgery. The 
combining of corrective apparatus with opera- 
tion to stabilize the spine, revives hope and inter- 
est in this condition. The results on the whole 
are satisfactory in giving the patient relief from 
the fatigue resulting from this deformity. The 
complicated mechanics of a curved flexible col- 
umn such as the spine, may be simplified by mak- 
ing this column a solidly fused unit. 

Of the fourth group (resulting from infec- 
tions) two entities are outstanding. These are 
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the loss of function from anterior poliomyelitis 
and from bone and joint tuberculosis. The prin- 
ciple of keeping the child straight is never more 
applicable than in “polio” cases. Impairment 
of muscle function should not be enhanced by 
skeletal deformity. Physiotherapy, braces and 
stabilizing operations of a large variety are avail. 
able. Individual cases must be treated according 
to their own indications and not in a routine 
manner. 

Tuberculosis of the joints still presents a prob- 
lem although much headway has been made in its 
control by the generally improved economic 
standards of the last generation and the supervi- 
sion of the milk supply. 

In this type of infection, accuracy of diagnosis 
is all important, for by this, definite plans of 
treatment may be established. A positive diag- 
nosis can be made only on the recovery of the B. 
tuberculosis or the identification of characteristic 
tubercle formation from the involved area. The 
tuberculin test is invaluable in young children. A 
consistently negative test by the Von Pirquet and 
Mantoux methods in varied dilutions practically 
rules out tuberculosis. 

Tuberculous infection of a joint is always sec- 
ondary to involvement elsewhere and the patient 
must be treated along lines as arranged for the 
tuberculous patient. Good food, heliotherapy 
and rest are the essentials in brief. If the more 
important function of weight bearing through 
tuberculous joints is to be preserved, the func- 
tion of motion must be sacrified. This may be 
accomplished by prolonged immobilization in 
casts or splints or by operative measures designed 
to ankylose the diseased joint. This latter method 
is widely used in dealing with adults but has only 
recently been applied to young children. The 
results of fusion operations on the spine, hip 
and knee are most encouraging from every angle. 

Osteomyelitis and traumatic conditions cannot 
be considered because of lack of time. 

180 North Michigan Avenue. 


DISCUSSION 


Dr. Hugh E. Cooper, Peoria, Ill: Dr. Chandler has 
completely covered almost the whole field of orthopedic 
surgery in this paper. There are just one or two points 
that I would like to emphasize that he has already 
brought out. The first point was with regard to the 
treatment of club feet. The necessity of completely 
over-correcting these, cannot be too much emphasized. 
All of us see so many of them return after what was 
apparently a complete correction. We have seen them 
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return after six or eight months or even two or three 
years with a serious recurrence, which is much more 
dificlt to reduce or to replace than was the original 
deformity. I never could see why so many of the Ger- 
man clinics insist on waiting six or eight months after 
birth before these corrections were made. I believe, 
as Dr. Chandler does, that if they can be taken in 
the first few weeks of life, certainly the correction 
is much easier. 

I would like to say another word about the early 
diagnosis of tuberculosis in the large joints, hips, knees, 
etc. The problem of fusion in tuberculosis of the knee, 
where there is very little destruction, is relatively a 
simple matter. But where the case is a knee or hip 
joint, where the whole articular surface or in the case 
of the hip, where the whole head is destroyed, the 
problem of fusion is a very serious one. Some of 
these cases are treated as rheumatism or possibly Per- 
thes’ disease until serious destruction has taken place. 
If an earlier definite diagnosis can be made, even with 
the help of a biopsy, the patient may be saved much 
time and the fusion is a much simpler operation. 

Every orthopedic surgeon who sees many spastic 
paralysis cases, I believe, has a tendency to pass them 
up because the usual results in treatment are anything 
but satisfactory and because many of the cases are 
sub-normal mentally. These cases are entitled to treat- 
ment and rather startling results are sometimes ob- 
tained. Many times the child is given credit for very 
little mentality when the delayed mental development 
is largely due to the spastic condition of the mouth 
and throat preventing the proper formation of words. 
The facial expression also often gives the impression 
of poor mentality on account of the spasticity of the 
facial muscles.. 

Dr. Chandler, in closing: During the past few 
years several advances have been made in the 
treatment of spastic paralysis. Cases of severe 
choreiform athetosis may receive definite relief 
from section of the extrapyramidal tracts of the 
spinal cord. We have done several with gratify- 
ing results. This operation gives promise of defi- 
nite relief to a group of cases usually considered 
hopeless. 

In the treatment of club feet, we do not limit 
it to the first few weeks. Treatment should be- 
gin within the first day or two. Early treatment 
gives real hope for the restoration of the foot to 
normal. 

In the cases of joint tuberculosis, as Dr. 
Cooper mentioned, those with gross destruction 
have a much less favorable prognosis. The prin- 
ciple of operative fixation of the joint still holds. 
In questionable joint cases, we do not wait for 
bone destruction but hospitalize these patients 
for diagnosis. If the tuberculin tests are con- 
sistently negative, tuberculosis is eliminated. 
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RADIOTHERAPY AND ELECTROSURG- 
ERY IN THE TREATMENT OF 
CANCER OF THE BREAST 
by 
BENJAMIN H. Ornporr, M. D. 
CHICAGO 


In assuming the responsibility for the man- 
agement and treatment of cancer of the breast, 
the physician obligates himself to the proposition 
of keeping a constant vigil for new knowledge 
concerning the etiology, the mechanism and the 
relief of this disease. The etiology of cancer of 
the breast presents many unsolved problems, but 
enough real information has already been estab- 
lished to be of very great importance in its man- 
agement. To be able to prevent cancer of the 
breast is obviously more important than to know 
how to control it after it is an established entity. 
When our knowledge of the etiology has ad- 
vanced far enough, we may hope to prevent can- 
cer of the breast. The mechanism of this disease 
must be mastered in order that methods of diag- 
nosis may be developed and instituted, which will 
reveal the true character of the changes with 
which we have to deal. When these changes have 
become actual cancer, we must consider relief 
through irradiation, breast removal, or both. 

Almost everyone who is concerned seriously 
with the problem of cancer of the breast will 
agree that if cases are presented for diagnosis 
and treatment at an early stage, it can be con- 
trolled in a very high percentage of cases. It is 
unfortunate that so many cases are not seen 
early. It is a fact, however, that the percentage 
of early cases has grown very rapidly in the past 
five years, and the percentage of late cases is 
proportionately decreasing. Cancer of the breast, 
as cancer in most other locations, is attended 
with very little or nothing in the way of symp- 
‘toms to call the attention of the patient to the 
presence of so serious a situation. It, therefore, 
remains for us to determine through careful 
periodic medical examinations, the presence of 
early cancer. The diagnosis of malignancy is by 
no means a finished science. When it becomes 
evident that a deep-seated lesion of malignant 
character has escaped detection when our pres- 
ent methods of diagnosis have been instituted, a 
very pardonable excuse may be offered, but there 


Read before Section on Radiology at Annual Meeting of 
Illinois State Medical Society, at Springleld, May 16, 1934. 











is little to be advanced for the failure of a physi- 
cian to find a malignant lesion of the breast, 
skin, tongue, cervix, lip or mouth. 

In addition to the time-honored methods of 
inspection and palpation together with a consid- 
eration of the history, the diagnosis of early can- 
cer of the breast has received some very important 
contributions. Among these may be mentioned 
illumination, tissue-differentiation by x-ray and 
differentiation by therapeutic irradiation. Fur- 
thermore, recent information concerning the re- 
lation of physiological and pathological condi- 
tions in the pelvic genitals and their relation to 
changes in the mammary glands seem to open 
new fields which it is hoped will clarify some 
of the unsolved problems and form a basis for 
still more accurate diagnosis in certain conditions 






















of the breast. 

The importance of the light that is being 
spread on the diagnosis of cancer of the breast by 
the study of the functional disorders, the general 
condition of lymph stasis and lymph stagnation 
brought about through pressure from clothing 
and other causes, must be emphasized and 
studied. There seems to be little doubt about a 
very close relationship existing between mastitis 
and the ovarian function. Lewis and Geschick- 
ter have concluded that the follicular hormone, 
theelin, of the ovary is concerned with chronic 
mastitis (Brodie’s disease) while the interstitial 
hormone, progestin, is concerned with chronic 
hyperplastic mastitis (Schimmelbusch’s disease). 

In chronic cystic mastitis, the anatomical 
changes are confined for the most part to the lac- 
tiferous tubules and ducts, while in chronic hy- 
perplastic mastitis, the epithelium in the acini 
and the structures of the lobules of the breast 
are the principle anatomic change. The exact 
relation between mastitis and malignancy has not 
been established, but there are many reasons for 
believing that mammary dysfunction in some or 
all of its phases, associated with perverted pelvic 
genital influence is closely related to a precancer- 
ous state in the breast. The promise of the pre- 
vention of cancer by further investigation along 
these lines and the institution of corrective meas- 
ures in arresting what may be a precancerous 
state, is a field that should be undertaken by our 
best talent. 

The diagnosis of early cancer of the breast 
seems to begin when a localized variation of breast 
density is detected by illumination, by palpation 
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or in the variation of radiodensities as pointed 
out by Lockwood. With the shotty feel of hyper- 
plastic mastitis determined, the variable sized 
tumors in cystic mastitis considered, with further 
differentiation and a general clinical study insti- 
tuted, the final procedure of biopsy as the decid- 
ing effort in establishing a correct diagnosis may 
be instituted. The technic employed in the 
biopsy is exceedingly important. It should only 
be done with electrosurgical apparatus and the 
presence of a blue-domed cyst and its detection 
must be remembered as pointed out by Bloodgood. 
When a biopsy of the breast is carefully planned 
and the technic properly executed, I agree with 
Bloodgood when he states, “The chief danger 
from biopsy today is a misinterpretation of the 
microscopic picture and the chief danger in this 
is that a benign lesion will be diagnosed malig- 
nant and the patient will be subjected to an un- 
necessary operation or irradiation.” 

Preoperative radiation should be institued as 
soon as it is shown that a diagnosis of a benign 
lesion cannot be made. After the irradiation is 
instituted, further investigation and observations 
may be conducted until the question of malig- 
nancy has been established. As may be expected, 
many cases will present very definite findings of 
their benign character after irradiation has been 
instituted. In such instances the irradiation does 
no harm and in many it is an actual benefit. On 
the other hand, if malignancy is positively diag- 
nosed later, the patient has been given the benefit 
of irradiation as early as possible. 

The general plan of management must now be 
decided upon, that is; if the treatment is to be 
conducted with radiation, x-rays, radium, or a 
combination of the two, or if surgical interven- 
tion is to be instituted with preoperative and post- 
operative irradiation. It is almost universally 
conceded that radiation with surgery increases 
longevity beyond that of surgery alone. The prob- 
lems of the value of preoperative radiation and 
the possibility of substituting interstitial radium 
therapy for surgical measures has not been 80 
definitely established. Electrosurgical methods 
possess distinct points of advantage in the surg- 
ical removal of the breast and therefore seem to 
offer greater promise of complete eradication oF 
a longer period of freedom from disease manifes- 
tations than can be secured from interstitial 
radiation. Furthermore, the undesirable local 
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reactions are more frequent after radiation alone 
than after electrosurgery and irradiation. 


In operating rooms where a modern electro- 
surgical generator is provided, from which you 
may conveniently have through the electrotome, 
wagulating, desiccating or cutting currents, a 
breast may be removed and all hemorrhage satis- 
factorily controlled without the use of ligatures, 
needles or artery forceps. With careful technic 
in the use of electrosurgical methods, the danger 
of reinoculating the wound with cancer cells ex- 
pressed from the breast during operative manipu- 
lation is minimized. Areas in which there re- 
mains doubt about complete removal of all malig- 
nant infiltration should be left open for closure 
by granulation under the influence of postopera- 
tive irradiation. Flaps may be coapted and held 
in position by external metal clips, not by sutures, 
only when these flaps are sufficiently long to per- 
mit apposition without tension. 


Far advanced carcinoma of the breast, particu- 
larly cases that have broken down and in addition 
to the pain and misery they experience, have also 
almost unbearable and uncontrollable odors, elec- 
trosurgical removal, with the site left wide open 
for granulation after the method described by 
Doctor Emil Beck, very often proves to give com- 
fort, reduce the difficulties concerned with gen- 
eral care, and to prolong life. 

In cases with still greater advance, where be- 
cause of involvement of the deep vessels in the 
axilla and subclavicular area, electrosurgical in- 
tervention is not warranted, it is frequently pos- 
sible to give comfort by intense radiation as a 
palliative measure. 


In summarizing, I wish to state: 


1. Preoperative radiotherapy is advisable in 
all cases of malignancy of the breast. 


%. Breast surgery in malignancy is a field in 
which only electrosurgery should be instituted. 


3. Post-operative radiotherapy is advised in 
all cases, but the technic varies in respect to the 
operative work done and the character of the 
malignant involvement. 


4. Cases where surgical intervention is un- 
desirable are becoming rare, but there is a small 
group in this class where primary involvement 
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has extended to a point where only palliative 
treatment by radiotherapy is indicated. 


DISCUSSION 


Dr. Perry B. Goodwin, Peoria, Ill.: I have very 
little to add to Dr. Orndoff’s paper because I think he 
has covered it pretty thoroughly. Of course, the ex- 
perience that I have had has been limited on electro- 
surgery because many of our surgeons, as far as I 
have been able to know, do not use it. However, I 
believe and agree with Dr. Orndoff that if we are 
going to do any surgery around the breast the electro- 
knife is the method. Although cancer of the breast is 
an external cancer and anatomically removable, the 
stage in which it is removable is of short duration, 
because the axillary nodes become involved rather early, 
even if not palpable. We must consider this fact in 
all tumors of the breast. 

We heard this morning from Dr. Lockwood another 
method of diagnosis, or assisting in diagnosis. I still 
believe we must use all methods obtainable, even to 
the point of biopsy. As we are getting and advising 
the laity to come earlier for diagnosis of cancer of 
the breast, it also becomes more difficult to be able 
to make those diagnoses. If we are going to make 
the diagnosis, I believe the final point of diagnosis 
is done by the biopsy and the microscope. 


I have been trying to follow out Dr. Burton Lee’s 
method of treatment of carcinoma of the breast, and 
that is preoperative radiation followed by surgery and 
postoperative radiation. 


My method has been to use about 700 R. of radia- 
tion preoperatively, given to the breast through the 
whole mammary gland and lymphatic areas, as soon 
as possible, using about two ports, and then having 
the surgeon operate within a week. This, I believe, 
will probably get away from the inflammatory reac- 
tion that you get from radiation, by waitting. 

Following the operation I try to follow up in at least 
about four weeks with a series of radiation, from 700 
to 800 R. given over the whole breast and drainage 
areas, and, if there is any lymphatic involvement, pos- 
sibly three series. 


I have not had enough cases in the preoperative 
treatment to be able to give you any statistics, but 
Lee, in an article that I saw several months ago, re- 
ported that out of 217 cases (he had this similar type 
of radiation followed with surgery and then postopera- 
tive radiation), 41 per cent. of them were alive and 
well after five years; 130 cases, 35 per cent., were alive 
well after seven years, and 75 cases, or 22 per cent. 
and well after ten years. But in those that had involve- 
ment of the nodes, there were only 23 per cent. of all 
his cases that lived five years. 

In my opinion, the method that Dr. Orndoff has 
given here, electrosurgery, is certainly a method which 
should be used if we are going to try to prevent dis- 
semination of the cells. 

I again wish to thank Dr. Orndoff for his wonder- 
ful paper. 
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PANCREATIC DYSFUNCTION 
B. Marxowi17Tz, M. D. 


Sloan Clinic 
BLOOMINGTON, ILL. 


Faulty function of the islands of Langerhans 
of the pancreas, excluding that due to tumors 
and infections, has always been thought to mani- 
fest itself only in a lack of pancreatic secretion, 
known for generations as diabetes mellitus; and 
it has always been assumed that this disease alone 
represented pancreative dysfunction. In recent 
years, however, the opposite condition in which 
there is a hypersecretion of the pancreas, called 
hyperinsulinism, has been described and many 
additional cases are finding their way into medi- 
cal literature. Several such cases have been 
observed to have both diabetes and hyperinsulin- 
ism at different periods of their lives indicating 
the possibility of a common origin. If this is 
true, as is suggested by clinical evidence, then 
every hyperinsulinism patient is a potential dia- 
betic, and neither one of these diseases is a defi- 
nite disease entity but rather a phase of pan- 
creatic dysfunction similar to thyroid dysfunc- 
tion in goiter. 

As in thyroid dysfunction where the same pa- 
tient may at one time be hypothyroid and at 
another time be hyperthyroid there may also be 
dysinsulinism in that the poorly controlled in- 
ternal secretion of the pancreas may be deficient 
at one time and in excess at another time. When 
excessive, it results in low blood sugar content 
or hyperinsulinism which may alternate with or 
be followed by a deficiency resulting in high 
blood sugar content or diabetes mellitus. This 
dysinsulinism may be manifested by inconstant 
symptoms of both hyperinsulinism and diabetes, 
in some cases symptoms of the former predomi- 
nate while in others those of the latter are more 
pronounced. Such cases were described by Seale 
Harris,’ John? and Weil.* In those cases, how- 
ever, where there is a definite and constant pan- 
creatic hypersecretion with resultant low blood 
sugar it may best be considered a disease entity 
in the term hyperinsulinism, just as its opposite 
is known by the term diabetes. 

In addition to both hypo and hyperfunctioning 
of the same pancreas, there exists also an in- 
creased or decreased sensitivity of the diabetic 
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pancreas to insulin. Cyril MacBryde* reports 
five uncomplicated cases of diabetes mellitus two 
of which are insulin-sensitive and three are in- 
sulin-resistant. The insulin-sensitive patient 
needs very little insulin to correct his pancreatic 
imbalance while the insulin resistant patient 
needs huge amounts of insulin. Similarly Scott 
and Doitti,® in studying standardization of in- 
sulin in rabbits, found that individual animals 
may have either hypo or hyperinsulinism. 

It is interesting to note that while diabetes 
has been known for generations, hyperinsulism 
has been recognized only recently; among the 
earliest reports was that of Harris® in 1923. Yet 
according to Sippe and Bostock,” in reporting 
twenty-five cases of hyperinsulinism occurring in 
their private practice in Sidney, Australia, this 
condition is very common and has most likely 
existed as long as diabetes, but has gone un- 
recognized. In discussing this frequency, they 
say: “In a large series of cases met with in 
general practice, the percentage of cases of hypo- 
glycemia was 0.47 and that of diabetes 0.51. 
Thus it will be seen that hypoglycemia is prac- 
tically as common as hyperglycemia.” Seale 
Harris® similarly fee!s that these two conditions 
are found in relatively equal proportions. He 
states, “Judging from the number of cases of 
hyperinsulinism now being reported by many 
clinicians and from blood sugar studies in 3,076 
cases, in my series of 6,641 adult patients, largely 
ambulatory, with gastro-intestinal and nutri- 
tional disorders, it seems probable that hyper- 
insulism is almost as frequent as the opposite 
secretory disorder of the insulin-forming cells of 
the pancreas, hypoinsulinism (diabetes mel- 
litus.)” 

The first pathologically proved case of hyper- 
insulinism was reported by Wilder and Allan’ 
in 1927, in a physician, aged 40, with an inoper- 
able carcinoma of the pancreas. The patient 
died a month after the operation and an extract 
made from the metastatic nodules in the liver, 
taken at autopsy, when injected into a rabbit 
showed insulin activity. 

The decreased sugar content or hyperinsulin- 
ism in this case was associated with a definite 
tumor of the pancreas. In this discussion we 
are dealing only with dysfunctions of the pan- 
creas not explained on an inflammatory or ne0- 
plastic basis but rather on a basis of secretory 
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disturbance such as is found in the thyroid gland. 
Contrary to the microscopic findings, in goiter, 
histologic studies have not revealed any patho- 
logic changes in these hyperinsulin cases. It 
seems quite definitely established therefore that, 
just as in diabetes, hyperinsulinism may occur 
without any demonstrable lesion of the pancreas. 
In severe cases of hyperinsulinism, however, 
microscopical changes are reported. Phillips’® 
found hyperplastic islet cells at postmortem ex- 
amination on a patient who died in an attack of 
hypoglycemia. Gray and Feemster’* also re- 
ported hyperplasia of the islands of Langerhans 
in the pancreas of a child born of a diabetic 
mother. 

In this respect we often see very early deaths 
in infants born of diabetic mothers, explained on 
a basis of hyperinsulinism. The increased blood 
sugar content of the mother has so conditioned 
the pancreas of the fetus in utero that there is 
an hyperplasia of the insulin secreting cells. After 
birth the sudden decrease of sugar intake in face 
of the hypersecreting islet cells produces a fatal 
hypoglycemia. 

The histories in these cases which may be 
termed chronic or persistent hyperinsulinism, do 
not vary greatly except for intensity. The cases 
we have observed all give the history of having 
been chronically ill for a long period of time with 
various diagnoses and forms of treatment until 
the true condition was found by a blood sugar 
estimation. It has been noticed too, that many 
of these cases often give a history of diabetes or 
goiter in the family. The following case history 
is quite typical : 

Female, nurse, aged 43, divorcee. Never pregnant. 
In the family history the father has diabetes, and the 
mother’s sister had an exophthalmic goiter. The patient 
gives a long train of previous illnesses, the most prom- 
inent of which were attacks of vomiting and fainting 
spells. She was constantly seeking medical aid and at 
the age of twenty her appendix was removed at the 
age of thirty-six her gall bladder was removed and 
at the age of thirty-nine she was subjected to a gastro- 
enterostomy. Despite everything that was done she 
still had attacks of vomiting at*certain intervals which 
Were explained on a basis of adhesions, “nerves,” etc. 
Finally at the age of forty-one Dr. Graham of St. 
Louis performed sugar tolerance tests and discovered 


‘that she carried a rather constant hypoglycemia. Her 


weight at this time was 115 pounds. She was started 
on treatment of 20 cc of 50% glucose intravenously. 
Vomiting attacks occurred occasionally but were easily 
controlled by 20 cc of glucose. Very soon however 
it was necessary to give her 500 cc of 10% glucose 
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to control the vomiting. The treatment was then’ 
changed to 50 cc of 50% glucose intravenously, which 
she now receives about every third month, in order to 
preclude impending attacks. It is now two years since 
the glucose treatment was started, patient weighs 146 
pounds and feels well, provided she receives sufficient 
glucose. 

Many such cases are undoubtedly receiving a 
great variety of treatment before the proper diag- 
nosis is made. It has been found recently that 
a number of cases of epilepsy and epileptiform 
attacks have been associated with low blood sugar 
levels. It is reasonable to believe that many 
cases now diagnosed as epilepsy may later be 
classified as cases of hyperinsulinism. Watkins’? 
speaks of a so-called typical case of epilepsy, con- 
sidered and treated as such for many years, which 
was given rather prompt relief when finally diag- 
nosed and treated as a case of hyperinsulinism 
at the Philadelphia General Hospital. Stephen- 
son’* similarly recites a case of repeated attacks 
of unconsciousness with anopsia, at the Mayo 
Clinic, which was immediately relieved of these 
symptoms by sugar intake. 

These cases of pancreatic dysfunction are best 
explained on a basis of a secretory disorder of 
the pancreas which continues throughout life. 
There may however be another explanation for 
the cause of lowered sugar levels found in the 
prolonged illnesses of infectious diseases. The 
typical history is that of recovery from the orig- 
inal infection, but failure to improve. We saw 
a patient* in the third week of lobar pneumonia 
recently, whose chest had cleared up completely 
but who had periods of marked delirium, and a 
peculiar type of respiration resembling Cheyne- 
Stokes. A fasting blood sugar was taken and 
found to be 62.5 mgms. per 100 ce. At the be- 
ginning of his illness his blood sugar estimation 
was 112 mgms. He was given 500 cc of a 10% 
glucose intravenously twice at 12 hour intervals 
and 50 ce of a 50% glucose 24 hours later. In 
addition various sugars, as much as could be 
tolerated, were given per mouth and in his fourth 
week of illness his fasting blood contained only 
78 mgms of sugar per 100 ce of blood. In his 
fifth week of illness it was again necessary to 
give him 50 ce of a 50% solution of glucose in- 
travenously to -rélieve symptoms of delirous 
melancholia. © 

It is possible that such cases of hypoglycemia 
may be of heptogenous origin explained on the 
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‘basis of loss of the glycogen storage function of 
the liver. It is interesting to note however that 


this particular patient is a physician 59 years of 
age, who had a great fear of diabetes and for 
many years has avoided sugars and starches in 


his diet. This would lead one to believe that if 
this condition is of hepatogenous origin, the pan- 
creas may in such cases, be a contributing factor 
in producing the hypoglycemia. 

In conclusion I would like to emphasize that: 

1. Hyperinsulinism with hypoglycemia is 
found almost as frequently as diabetes with 
hyperglycemia. 

2. More blood sugar studies may explain 
many nervous attacks, vomiting attacks and 


periods of unconsciousness on a basis of hyper- 
insulinism. 


"I am greatly indebted to Dr, Edgar M. Stevenson, of 
Bloomington, who very kindly furnished this case history, and 
whose cooperation made it possible to present this type of hypo- 
glycemia. 
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Dr. Sidney A. Portis, Chicago: Mr. Chairnian, and 
Members of the Section: I think we are somewhat in- 
debted to Dr. Markowitz for bringing to this section 
his rather interesting discussion of hypoglycemic states. 

There is no question that hypoglycemic states are 
riuch more common than the average general practi- 
tioner has reason to believe. Many patients with long 
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continued asthenia, when put on a very high carbo- 
hydrate intake are very markedly benefited, and many 
of their symptoms very definitely improved. 

Dr. Markowitz compares these cases of pancreatic 
dysfunction with thyroid dysfunction. However, in 
thyroid dysfunction, we have pathological states which 
so frequently go hand in hand with clinical pictures 
while in disturbances in the pancreas our evidence, at 
the present time, is materially wanting. I am very 
much inclined to believe that disturbances of liver 
metabolism rather than just pancreatic dysfunction are 
more responsible for hypoglycemic states, 

I have had patients who have had hypoglycemia and 
have tried them on small doses of insulin and found 
their symptoms to be markedly exaggerated and then 
given them intravenous glucose and have noted marked 
improvement. 

The question of epileptiform seizures in relation to 
hypoglycemia has been known for some time. How- 
ever, I very seriously question whether or not we have 
the right to call these patients epileptics in the light 
of our present knowledge of etiopathic epilepsy. Many 
of these cases, as you well know, are markedly benefited 
by a high ketogenic diet which is diametrically opposite 
to the above hypothesis. 

The practical importance of Dr. Markowitz’s paper 
or contribution, to me is not so much the recognition 
of epileptiform seizures, and not so much the recogni- 
tion of nausea and vomiting, but it is of far more 
reaching importance to those of us who have to treat 
patients who are continually lowering their carbohy- 
drate intake and necessarily their glycogenic reserve by 
the fads and fancies of present-day dieting. How far 
reaching these low carbohydrate reserves that most 
women and some fanatical men are prone to bring about 
in their system will not be known for some time. How- 
ever, there is a great deal of danger at the present 
time in lowering the carbohydrate reserve of the body 
by foolish dieting. Most of it is based upon an idea 
in the minds of the laity and even in some doctors 
that in order to decrease body weight, you must de- 
crease the intake of carbohydrates. This is based on 
an entirely wrong premise. The way to decrease body 
weight is to give a patient his normal proportion of 
carbohydrates, fats and proteins, diminishing his total 
caloric intake but not disturbing the various balances 
in the body so that he may not have to draw upon 
his tissue proteins and therefore cause dysfunction 
which we note at the present time. 

Dr. Don C. Sutton, Chicago: I would like to ask 
Dr. Markowitz a question. We see quite frequently, 
especially among women who for various reasons do 
without breakfast, the complaint of a feeling of weak- 
ness and fatigue about the middle of the forenoon. It 
you have them eat a fairly large breakfast tiiese symp 
toms disappear. But of more interest is one particular 
case I have in mind. Quite a large man who does 
clerical work finds it impossible to go through the 
morning or the afternoon without the ingestion of food 
midway between meals. : 

Repeated examinations in his case have shown always 
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a normal blood sugar. But, nevertheless, he seems to 
be unable to maintain a satisfactory level for him by 
just the usual three meals a day. I have seen him a 
time or two when his symptoms simulated an insulin 
reaction and would be relieved immediately by the 
ingestion of sugar. So I wonder if there are some cases 
in which, according to laboratory methods, we have 
normal blood sugars that are relatively below normal 
for a particular individual. 

Dr. Markowitz: I have not found any case just 
such as Dr. Sutton refers to, but we have found fre- 
quently where the laboratory report will not fit definitely 
with the clinical findings. 

I have no definite explanation for the findings in 
the case referred to except the possibility that giving 
insulin is an attempt to produce artificially what the 
body does naturally and we are unable to gauge the 
amount of insulin needed as well as the body does. 

There is also this hypothesis—that in some of these 
cases the time element between the time when they 
need sugar or insulin and the time it is given to them 
may make this difference in the blood sugar findings. 
That is, the normal levels are not constant and may 
change according to this time element. 





THE VALUE OF ROENTGENOLOGY IN 
URINARY DISORDERS OF INFANCY 
AND CHILDHOOD 
JoHN R. VoNACHEN, M. D. 

PEORIA, ILL. 


Pyuria is a common occurrence in infancy and 
childhood. The type occurring after acute in- 
fections disappears after the infection subsides, 
but the pediatrician and general practitioner see 


many cases of chronic or recurring pyuria which 
require team work between the urologist, radi- 
ologist, and the pediatrician. 

Hunner was a real pioneer in the investigation 
of these cases, and attributed chronic pyuria to 
a stasis somewhere in the urinary tract. This 
may be due to either congenital anomalies or to 
obstructions from other causes. 

As an illustration, I will show a few lantern 
slides, which are part of a series of about 165 
cases, and I want to extend my thanks to both 
Drs. Arthur Sprenger, and Dr. P. Goodwin of 
Peoria, who have done the urological and roent- 
genological work on these cases. 

Any case with a definite history of positive 
urinary findings extending over a period of time 
or bacteriologic findings indicating recurrence of 
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infection calls for immediate cystoscopic investi- 
gation with pyelograms. 

According to Summerfield and associates’ no 
definite information has been found to establish 
satisfactorily the route of infection in these uri- 
nary cases. 

Infants and children with pyuria are brought 
to the physician usually because they are quite ill. 
Some seek aid because of local urinary symptoms 
or evidence of abdominal tumor masses. The 
correct diagnosis cannot be made by the usual 
examination of the urine. Bigler? sums up the 
proper investigation of these cases by stating that 
acute cases of pyuria should be treated medically 
for 2 or 3 weeks. If the infection still persists 
or the physical examination points towards an 
obstructive lesion such as hydronephrosis, bladder 
neck obstruction etc. then examination by a com- 
petent urologist with the cooperation of a prop- 
erly equipped roengenologist should be made. I 
say competent urologist because not every urolo- 
gist is properly equipped to do satisfactory cysto- 
scopic work or make reliable pyelograms in in- 
fants and children. 

Allow me to take enough time to say that in- 
travenous urography in children in our hands 
has not been trustworthy. The argument for its 
use by Teall* is that it can be used without up- 
setting the patient but it does not always com- 
pletely visualize the urinary tract. He also states 
that “unfortunately the abnormalities in the 
cases of chronic pyuria are almost always in the 
upper portion of the urinary tract and while oc- 
casionally one can demonstrate hydroureter and 
hydronephosis by cystographic method, it is not 
possible as a general rule.” This does not coin- 
cide with our experience. 

Retrograde pyelography has been very success- 
ful in our hands and has been unattended by dis- 
comfort and ill after-effects. Again in favor of 
cystoscopy and pyelography is that while the 
patient is on the table, if necessary, retention 
ureteral catheters and other necessary surgical 
procedures can be instituted immediately. 

Morse* states “that in a disease so seldom fatal 
it is hardly necessary to consider ureteral cath- 
terization except in obstinate and serious cases” 
yet I believe that many urologic manifestations 
in adults are possibly due to urinary tract ano- 
malies which could have been averted by proper 
treatment during infancy and childhood. 
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It is well known that chronic pyuria persists 
because of urinary stasis. Stasis is maintained 
usually by obstructions along the urinary tract 
and in children these are usually congenital 
anomalies. Complete urological examination 
was carried out according to the procedure as 
advised by Meredith Campbell.’ Preliminary to 
cystoscopic examination the following data are 
obtained: urinanalysis—if necessary blood chem- 
istry, two hour phenolsulphonepthalein output, 
then a plain roentgenogram of the urinary tract. 
If necessary ureteral catheterization and pyelo- 
grams. We usually use 12% sodium iodide as 
the radiopague media. While bilateral pyelo- 
graphy has its attendant dangers this procedure 
is usually carried out unless the renal function 
is not good. 

Congenital valves of the posterior urethra 
when distended appear similar to cardiac cusps 
and may cause marked urinary obstruction. 
Disturbances of urination, upper tract dilatation 
and renal back-pressure destruction result. Con- 
genital contracture of the bladder neck may be 
due to connective tissue increase in the sub- 
mucosa or to muscular hypertrophy of the sphin- 
cteric ring of the vesicle outlet. The symptoms 
and pathologic changes in the upper tract are 
identical to those caused by posterior urethral 
valves. Residual urine is usually present. The 
urograms show marked bilateral dilatation of 
the upper urinary channels, without filling of the 
posterior urethra. Bladder diverticulum may be 
congenital or acquired. The lesion is most often 
found in the region of the trigone. Congenital 
neuromuscular disease, involving chiefly the 
bladder outlet, are usually examined because of 
chronic pyuria or enuresis. The lesion is usually 
a sphincterospasm of the bladder outlet; the ob- 
struction in the upper urinary tract. Occasion- 
ally the lesion is secondary to spinal deformity, 
especially spina bifida. Sometimes the vesical 
lesion is of the paralytic type. Congenital ure- 
teral strictures occur in about one per cent. of 
all individuals, being most common at the 
ureterovesical or ureteropelvic junctions but may 
exist elsewhere and can be multiple as well as 
bilateral. Often the stricture is merely an 
ateresia without connective tissue increase. 
Sometimes one finds superimposed inflammation. 

Renal reduplication is always associated with 
ureteral reduplication; each kidney pelvis has 
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its own ureter stalk. These stalks may fuse be- 
fore entering the bladder. 

The urographic diagnosis of renal tumor in 
infants is seldom difficult. Pelvic distortion, dis- 
placement, elongation or obliteration are com- 
monly observed. 

Anomalies occur in the urinary tract more 
often than elsewhere. For this reason an an- 
omalous condition in another body system 
strongly suggests the likelihood of an associated 
urogenital anomaly. 


SUMMARY 


In infants and children, anomalies of the uri- 
nary tract are commonly the etiologic factor 
when persistent infection exists. 

Diagnosis of chronic pyuria with resultant 
correction of the underlying pathology can be 
accomplished by cooperation of the pediatrician 
or general practitioner with a competent urolo- 
gist and roentgenologist because by urography 
only can abnormalities be demonstrated and diag- 


nosed. 
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DISCUSSON 


Dr. R. E. Cumming, Chicago, Ill: I believe that Dr. 
Vonachen’s presentation of 160 cases of chronic pyuria 
that he has treated along the lines mentioned confirms 
pretty thoroughly in our minds the importance of look- 
ing a little farther than we have in the past in the 
treatment of pyelitis. He has presented a number of 
cases which show a combination of pathological changes 
and congenital defects, congenital anomalies. 

We all have children that we treat over a period of 
time. They seem to get well, only to flare up again 
after a few weeks. We may attribute it to a new in- 
fection, or we may simply call it a recurrence. 

I believe that a great many of these cases are cases 
that would fit into the group that the Doctor has de- 
scribed here this morning and should be cystoscoped 
and treated along those lines. I have had very few 
cases that I have treated this way, but I believe I am 
going to treat a great many more of them along these 
lines. 

I do know that the procedure is not a shock to the 
individual. The Doctor brought that point out. It 
trust be done in the hands of a good urologist, and in 
such hands the patient does not suffer at the time. 

I should like to ask the Doctor, while I think of it, 
out of the number of cases he has discussed here this 
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morning has he had any reactions in those infectious 
cases rather than those that were due to congenital 
defects? In other words, in a patient who develops a 
pyelitis that drags on for several weeks following an 
upper respiratory infection, is there any more hazard 
in cystoscoping that patient, due to any extension that 
might develop or to a flare-up of symptoms, over and 
above that patient whose symptoms are due to con- 
genital defects? 

I believe that Dr. Vonachen has had an unusual 
experience in presenting this many cases. I heard the 
Doctor talk on this subject before, when he had not 
completed this large number. I believe that his work 
is certainly gratifying and should be very educational 
to us this morning. The question of pyelitis has been 
one of alkalinizing the urine. A few years ago we used 
bacteriophage. There has been a great swing of the 
pendulum of thought as to just how to treat these 
cases. 

I think that the very latest and most modern trend, 
especially of those cases that are chronic, is along the 
lines that Dr. Vonachen has mentioned. 

I certainly have enjoyed his paper, and I know that 
the work involved in presenting this number of plates 
has been extensive. I again want to thank Dr. Von- 
achen. 

Dr. L. M. Hilt, Springfield, Ill.: When one has done 
the number of cases that have been reported here, it 
seems rather out of place to question the procedure, 
but I was taught that bilateral urography was danger- 
ous. The Doctor mentioned at the last that he took 
the kidney function. In the case of the kidney that was 
ruptured, there was also a bilateral pyelogram. I think 
that some urologists would question as to that pro- 
cedure. 

Most of the cases shown were hydronephrosis. In 
the so-called intravenous and oral methods of urog- 
raphy, hydronephrosis is the most easily obtained, 
usually is better obtained than with the retrograde 
methods. Another thing about the oral method is the 
use of hippurin or sodium iodid. Swick gave as much 
as 10 grams to a one-year old child without any bad 
results, and the usual dose of an adult is 12 to 15 
grams. It is pleasant to take and there are no re- 
actions, 

In doing this retrograde pyelography, the question 
comes up as to how much to put in. How do you 
know? We all know that the urologist tells the patient, 
“Tell me when it hurts.” There are other methods 
outlined, but it is the old thing of saying one thing 
and doing another. Practically all say, “When does it 
hurt?” and that is when they stop. They do not use 
the gravity method. They use a syringe, or at least 
those that I have seen have done so. 

I am just wondering how do you know in a child 
that you have to anesthetize, when it hurts, or in a 
child that is probably crying, how can you tell when 
there is pain? What is the danger of getting too 
much in? 

In regard to the one per cent. ureteral strictures, I 
should like to know whether that has been confirmed 
by autopsy or by other methods, such as pyelography. 
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A great many men say that they think they are very 
rare, and that is one of the beliefs that I have held. 

Another advantage of the intravenous or oral method 
is this: If a positive shadow is obtained, we get a very 
good idea of the function of that kidney. It also, as I 
said before, eliminates the necessity of an anesthetic 
in children. 

Dr. Harry Olin, Chicago, Ill.: In going over the 
literature, I was very much impressed, in the trau- 
matic kidney cases, that the method first instituted is 
the intravenous and not the cystoscopic. 

I was wondering if the element of infection and 
greater amount of sepsis is added if the retrograde 
pyelography is made on these particular cases, because, 
from the literature, 1 obtain the opinion that most men 
prefer to do the intravenous and, if that does not 
give the necessary information, then they do the cysto- 
scopic examination. 

Dr. John R. Vonachen, Peoria, Ill. (Closing): In 
answer to the Doctor’s question first, in the case that I 
showed you, of traumatic kidney, as a pediatrician I do 
not want to pass the buck, but by the time I saw this 
case he had already been cystoscoped. I would rather 
have the urologist answer that question definitely. 

However, I will say that in this particular case, with 
the work that was done, there was seemingly no harm 
because after the removal of the traumatized kidney the 
child made a very good recovery. 

As to the procedure to follow in these cases of 
traumatized kidneys routinely, I think probably the 
urologist would be more competent to answer that 
than I would. 

Dr. Cummings asked about the reactions following 
the cases of acute pyelitis which had been going on 
for some weeks, and the hazard in regard to anes- 
thetics and also cystoscopic work in those cases. I do 
not recall where we have ever had any trouble or any 
definite reactions either due to the anesthetic or due 
to the pyelography, and we have worked on a lot of 
these babies with high temperatures. We have never 
been able to convince ourselves that there has been 
any harm done by the manipulation. 

Dr. Cumming mentioned the fact that we had a con- 
siderable number of cases. I do not believe that is 
because I have seen more cases than probably anyone 
else. It is because I have been fortunate enough to 
have a urologist and radiologist to whom I can take 
these cases the minute I see them, which probably gives 
me an advantage as far as this work is concerned. But 
I do not believe I am seeing any more of these cases, 
probably, than the average pediatrician. 

In regard to Dr. Hilt’s question on bilateral pye- 
lography, I have discussed this with Dr. Sprenger, and 
I have also read Meredith Campbell’s dissertation on 
bilateral pyelography. I think Meredith Campbell of 
New York has probably done more work of this type 
on children than any man in the country. While he 
says that it is attended with some danger, at the same 
time he says he never holds back as far as its use is 
concerned, particularly if he is fairly well convinced 
that he has good functioning kidneys, which he de- 
termines by the phenolsulphonthalein output. I know 
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that Dr. Sprenger, who has done my work, ordinarily 
does not hesitate to do a bilateral pyelography. I think 
Dr. Goodwin will bear me out in that. In these chil- 
dren that we worked with, he universally injects both 
sides. Have not you found that to be the case? 

Dr. Goodwin: Yes, sir. 

Dr. Vonachen: As far as the intravenous urography 
is concerued, we feel this way about it: If it does 
visualize that tract, it is all right. If you do not get 
visualization of the tract, you are not certain, because 
I do not believe that you can depend absolutely upon 
it. I am not speaking about adults, I am speaking 
about children. I can only speak regarding the cases 
that we have used it on. Under ordinary circumstances 
we do not resort to it, because the other works out so 
much better. If we have to put indwelling catheters 
in afterwards, it can be done. 

I want to thank the discussants of this paper. I 
hope I have at least brought home one point, and that 
is that in chronic pyurias the cases should not be 
treated medically, but the practitioner should consult 
with the urologist and the roentgenologist so as to make 
a proper diagnosis. 





THE VALUE OF SYMPTOMS 
RricHarD F, HernpDon, M. D. 


SPRINGFIELD, ILL. 


Although the accuracy of diagnosis has im- 
proved in recent years, it has become more diffi- 
cult. Moreover, it is different. It is no longer 
sufficient to attach a name to a disease or condi- 
tion, we are expected to know what that name 
implies. We are expected to know the etiologic 
agents and the mechanism of their action and to 
understand the altered physiology as well as the 
altered anatomy. This knowledge depends upon 
an intimate acquaintance with an appalling num- 
ber of facts concerning disease and with the 
rationale and technic of many laboratory and 
instrumental procedures. As a result diagnosis 
is no longer a one-man job. 

However, the final clinical appraisement of 
disease is an individual matter. A group diag- 
nosis may be perfect in all its parts statistically, 
physically, chemically and quantitatively, but it 
may be a misfit if there is lacking the proper 
estimation of the value of details. For instance, 
a patient was recently referred to me after an 
examination in one of our large metropolitan 
hospitals. She had a list of nine separate dis- 
orders varying from apical abscesses through 
hypothyroidism to lamblia infestation. Further 
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historical and observational study showed these 
to be but minor parts of a manic depressive 
psychosis. This fitting of the diagnosis can only 
be accomplished by personal contact between the 
physician and the patient and the proper inter- 
pretation of symptoms. I do not mean to detract 
from the value of physical diagnosis or from the 
information derived from serology, x-ray, met- 
abolic rate, electrocardiograph or other instru- 
ment of precision. These things have come to 
stay and must be accepted and used. I merely 
wish to stress the value of the purely subjective 
phenomena of disease which in our hurry and 
bustle are often sadly neglected. Herrick’ once 
rated the value of the history as 50 per cent. of 
the diagnosis. Too often the doctor is content 
with obtaining just enough information to sug- 
gest which part of the body should be x-rayed. 
And so, on the score of practical utility alone, I 
will attempt to interest you in a subject that may 
seem to be but an elementary part of the daily 
task of medicine. 

Without symptoms patients would not come to 
us. They are the expressions of disturbances in 
function or altered physiology and are the first 
evidence to the individual of existing disease. As 
a rule, they precede the development of signs 
which are the outward morbid anatomy of the 
living. The only exceptions are in those fortu- 
nate cases where disease is found by objective 
examination when the motive is to get insurance 
or to keep well. Even in serious forms of organic 
disease symptoms are not only earlier but more 
eloquent than signs, for the latter depend on 
advanced structural change. Although symptoms 
are often caused by organic disease, they do not 
express the disease but the disturbance in func- 
tion which the disease produces. The same 
symptoms may thus be produced by functional 
error or structural flaw. The proper question to 
ask ourselves then is, “What does this symptom 
mean?” not “What is it a symptom of?” While 
not specific for diseases, symptoms are, neverthe- 
less, specific for functional errors and these 
errors, for the most part, depend upon an exag- 
geration, a depression or an inhibition of normal 
reflex phenomena. The dyspnea of great effort 
in health is physiologically similar to the dyspnea 
of small effort in heart disease. The angina of 
anemia has the same physiological basis as the 
angina of coronary sclerosis, although usually 
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none of its gravity. Giddiness may be due to 
cerebellar disease, to slight organic changes in 
the labyrinth or to transient circulatory effects. 
It is by the character, severity, behavior and 
associations of the symptom that we differen- 
tiate. 

If we pause for a moment to think of such 
familiar symptoms as pain and dyspnea we real- 
ize at once that, while our intimate knowledge is 
slight, we can already classify them into several 
varieties of pain and dyspnea and that in certain 
instances a particular variety has a very special 
significance. When it has a special clinical sig- 
nificance it also has a special physiological sig- 
nificance, and the actual mechanism of the pain 
or the chemistry of the breathlessness in such a 
case has commonly been proved. In time it 
should be possible to sift and classify and analyze 
all the subjective phenomena of disease in the 
same way, and the meaning of nausea, heart 
burn, anorexia, the various forms of breathless- 
ness and vertigo, the various headaches, back- 
aches, heart aches and stomach aches, the referred 
pains, the dysurias and dysmenorrheas, the ting- 
lings and numbnesses, the fidgets and the spots 
before the eyes, will then be made more clear to us. 
It can scarcely be disputed that diagnosis, prog- 
nosis and treatment will greatly benefit thereby. 

Symptoms are usually protective in function. 
They emphasize the fundamental sensitivity of 
body tissues to trauma whether physical, chemi- 
cal or infectious and so force the organism into 
some sort of protective reaction. Dyspnea de- 
mands rest for a local or general advantage. Pain 
in an injured limb demands immobility and so 
permits repair. The pain of angina demands 
rest and so spares a heart in jeopardy. The sen- 
sation of pins and needles in a cramped limb 
wakes us from sleep and so compels us to restore 
circulation by movement and friction. The exag- 
gerated hunger tonus of peptic ulcer calls for 
food relief with temporary mechanical and chem- 
ical rest for the ulcer. It is true that the warn- 
ing is not always direct in its reference. Pain 
may be referred to areas remote from the seat 
of the trouble. A tuberculous lesion in the lung 
may give rise only‘to feelings of malaise. The 
protective significance of many other symptoms 
is obscure, but for the most part they are symp- 
toms whose nature remains at present undeter- 
mined. 

Besides this lack of knowledge on our part 
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there are other difficulties in the way of precise 
interpretation of symptoms. For example, it is 
almost impossible for some individuals to de- 
scribe their discomforts in a way which will con- 
vey exact information. Others seem unable to 
give a direct answer to a direct question. Some 
have been so busy with their own interpretations 
that they are surprised when asked what they 
mean by “indigestion.” Often their descriptions 
are colored by preconceived ideas of what the 
symptoms of their trouble should be. Neverthe- 
less, patience, perseverance, tact and training in 
the art of cross examination will usually over- 
come these barriers. 

The trend today is toward preventive medi- 
cine, or, failing in that, toward the discovery of 
disease in its infancy and comparative innocence. 
This being so, symptoms must occupy an increas- 
ingly important place in the examination. Gen- 
erally, discomforts appear before it would be 
possible by objective examination to tell that 
anything is wrong. For example, there is the 
vague malaise of the incubation period of infec- 
tious diseases. The pain of chronic arthritis has 
been present for some time before one can find 
a joint lesion. Pleurisy pain is often felt before 
there is objective evidence of pleurisy. Paul 
White* says that nearly one-fourth of all cases 
of angina pectoris show an apparently normal 
heart by all methods of examination—inspection, 
palpation, percussion, auscultation, blood pres- 
sure, roentgen ray examination and electrocar- 
diography. In all probability the gastro-intes- 
tinal discomforts of peptic ulcer and, occasionally 
of gastric cancer, exist before a diagnosis could 
be made by objective investigation. To carry 
the matter further one needs only to take a single 
case of known disease in an intelligent person 
and test the evolution of the symptoms from 
their first appearance. Would it have been possi- 
ble to find objective evidence of disease when 
symptoms first occurred? The answer in most 
cases would be “No.” 

An important point in the assessment of the 
subjective phenomena of disease is to determine 
as early as possible whether the patient is hyper- 
sensitive or relatively calm and phlegmatic. It 
is well known that it takes less pathology to 
cause symptoms in a person who is sensitive than 
in one who is lethargic or placid. What anatomi- 
cal or physiological changes in the nervous system 
are responsible for such variations we do not 








know. While there have been several objective 
methods devised to test this point, the most valu- 
able information can be obtained from purely 
historical and personal studies. Personal impres- 
sions count for much, At times it is more impor- 
tant to note how a person tells his story than 
what he tells. But no matter how definite we 
admit these fundamental differences in personal 
sensitivity to be we must not forget that fatigue, 
general debility, anemia, anxiety and so on may 
lower the nervous threshold sufficiently to permit 
psychic impositions upon organic disease. 

Finally in addition to diagnosis there are two 
equally important branches of medicine in which 
the evaluation of the subjective phenomena of 
disease plays an all important part. These are 
prognosis and treatment. Mackenzie* has defined 
prognosis “as the judgment of the significance 
of symptoms as indicating the future course of 
the patient’s complaint.” Such knowledge is 
absolutely essential to the intelligent practice of 
medicine and concerns every one who has to deal 
with the sick. While Mackenzie used the term 
symptom in a broader sense than I am using it 
here it is obvious that without an understanding 
of the significance of the patient’s story prognosis 
is well nigh impossible. In regard to treatment 
it may be said that, while progress has given to 
medicine some of the exactness of physics and 
chemistry, most of our therapeutics are still em- 
piric and that the vast majority of remedies 
when they have any effect act by modifying the 
symptoms of disease. ; 

In conclusion I wish to state that I believe 
there is no more valuable or neglected factor in 
present-day medicine than the subjective phe- 
nomena of disease. There is certainly no subject 
that we have a better opportunity to study, for 
we literally live in the midst of symptoms. 
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BONE METASTASES FROM MALIGNANCY 
OF THE PROSTATE—A ROENTGEN 
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Bone metastasis from malignancy of the pros- 
tate is a relatively common complication which 
may occur at any time in the course of the dis- 
ease. Sacral and sciatic pains, pain over any 
portion of the vertebrae comparable to symptoms 
referable to urinary obstruction, deserve as much 
attention for investigation as definite pathog- 
nomonic findings in the degree of hardness of the 
prostate from a rectal examination. If symp- 
toms of urinary obstruction predominate, re- 
moval of the prostate will afford the patient re- 
lief, whether the obstruction is due to an en- 
larged gland caused by hypertrophy, or malig- 
nant neoplasm. For the immediate needs of the 
patient this procedure so far suffices, but the 
clinician as well as the urologist must bear in 
mind that postoperative study merits his con- 
sideration, equally as important as the preopera- 
tive care of his patient. Any stage and any 
method of examination to be complete must in- 
clude a Roentgen study of the genito-urinary 
tract, otherwise hidden bone metastases might 
fail to be recognized, or a prostate may be re- 
moved with metastases already present. Fre- 
quently men past fifty are treated for pain mas- 
querading as arthritis of the dorsal or lumbar 
spine, sciatica or lumbago, with no local sympto- 
matology present or even any enlargement of the 
prostate, when the true underlying condition is 
bone metastases from malignancy of the prostate. 
In 30% of cases of carcinoma of the prostate, 
metastases are already present when the case 
first comes for medical aid.t_ In hypertrophy of 
the prostate, carcinoma is of rather frequent oc- 
currence, some pathologists claim involving as 
high as 10 to 20% of carefully examined speci- 
mens in certain series. In Young’s Clinic, can- 
cer of the prostate forms 5% of all total admis- 
sions and over 20% of all cases subject to urinary 
obstruction. Since it is likewise well known that 
50% of cases of hypertrophy of the prostate is 
associated with malignancy, and that in fully 
one-half of the cases no adenomatous enlarge- 
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ment is present, these facts undoubtedly add to 
the difficulties of diagnosis. As 70% of all cases 
of prostatic hypertrophy occur between the ages 
of fifty and seventy-five, recognition of malig- 
nancy becomes a very important matter in this 
group of men, and the routine Roentgen exam- 
ination of the lumbar spine and pelvis must be 
included simply to rule out bone metastasis if 
nothing else. As a rule, a simple flat plate of 
the genito-urinary tract will elicit all necessary 
information relative to the lumbar spine, pelvis, 
immediate hip joints, or shadows of calculi, en- 
larged kidneys, etc. If pain is experienced be- 
yond these areas, further x-ray studies should be 
made of the painful regions, since bone metas- 
tasis occasionally is found in areas other than 
the lumbar spine and pelvis. Even the presence 
of benign hypertrophy, shown by rectal or cysto- 
scopic examination, in no way excludes the pres- 
ence of carcinoma, as pointed out so forcibly by 
Young. The same author in a series of nearly 
2,000 prostatectomies in which 250 cases of car- 
cinoma of the prostate were carefully studied, 
and in which microscopical sections were avail- 
able, found 25 cases in which the diagnosis was 
missed or doubtful. In 19 of the 25 cases, no 
suspicion of malignancy was even entertained. 
Malignant transformation of adenoma must 
therefore occur more often than is suspected.” 
At the present time there is no definite known 
method in the follow up system in postoperative 
cases for removal of the prostate for benign 
hypertrophy which will exactly determine the 
number of cases which develop bone metastases. 
Various articles in the literature occasionally 
allude to this subsequent complication of bone 
metastases, but so far as can be learned, the esti- 
mated percentage of those developing bone me- 
tastases is unknown.* # 

Young claims that fifty per cent of carcinoma 
is associated with hypertrophy of the median and 
lateral lobes. In most of these cases, the two 
diseases are distinct, the carcinoma occupying 
the subcapsular posterior lobe, and the hyper- 
trophy, the periurethral portions of the lateral 
lobes and the median lobe. The same author states 
that in over 2,500 cases of benign hypertrophy, 
only one was found in which carcinoma was dis- 
covered solely within the encapsulated adenoma- 
tous lobe. Dakin,® writing of complications of 
prostatectomy, does not mention any references 
to recurrence either of benign hypertrophy, ade- 
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noma, or malignancy, the latter not rare by any 
means, and always to be borne in mind in the 
follow up consideration of every prostatectomy. 
Widmann, in the treatment of 152 cases of an 
extremely advanced type of carcinoma of the 
prostate with radium and x-ray, found bone me- 
tastases in 40%; hospital care was necessary in 
82% when first seen.© From the foregoing, it 
may be appreciated how difficult at times it is to 
make a definite diagnosis, and how commonly 
bone metastases follow any particular type of 
treatment. It is almost a law among roentgen- 
ologists that when bone metastases are discovered 
accidently on the x-ray plate, always to suspect 
primary carcinoma of the prostate. In fact, the 
brunt of x-ray evidence indicates true osseous 
involvement, and not to extension from regional 
lymph node metastases. 

Since sarcomata comprise about 1 to 2% of all 
malignant prostatic tumors, they will merit just 
a few words. Regional lymphatic metastasis is 
stated to be rare, and the predilection for bone as 
a rule does not occur. Metastasis is undoubtedly 
by blood stream, and involves the internal or- 
gans as a general rule, the lungs often being 
involved. 

Methods of Invasion. Metastasis by blood 
stream is more common than by lymphatics. 
Young has quoted Pauchette who discovered 
strands of carcinoma cells within the small blood 
vessels in the prostate. In the lymphatics of the 
prostate, it is believed that metastasis from car- 
cinoma first occurs along channels drained by 
the prostatic chain of nodes. Since most of the 
glands are deeply seated, excepting the perivesicu- 
lar nodes, investigation is not able to determine 
when metastasis first begins. As Young so elo- 
quently states, “We therefore remain in igno- 
rance until palpable masses develop, nerves are 
pressed upon, and bones are invaded.” 

Lymph or bony metastases may develop and 
give the first symptoms of prostatic carcinoma in 
the form of pain or even a pathological fracture 
of a long bone, urinary obstruction being absent. 
The writer has in mind several cases in which 
pain was the predominating symptom that the 
patient experienced. A lawyer sixty-seven years 
old was perfectly well nine months prior to his 
admission to Woodlawn Hospital. He complained 
of pains in his back over the mid-dorsal region, 
although for a number of years he had been trou- 
bled with attacks of “lumbago.” A neighboring 
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hospital six months previously had given him a 
series of x-ray treatments for metastases of his 
third and fourth dorsal vertebrae, a diagnosis 
being then made of inoperable carcinoma of the 
prostate with bone metastases. No urinary 
symptoms were present, although his prostate 
was as large as a medium sized orange, with much 
induration of the posterior lobe. The second 
case was that of a man sixty-five years old, who 
complained of vague pains over his back and 
abdomen three months prior to his admission to 
the hospital. X-ray examination of his thoracic 
and lumbar spine and pelvis disclosed bone me- 
tastases to his pelvis and sacrum. His prostate 
appeared normal in size and shape, with absent 
urinary findings. Since his discharge from the 
hospital he has been confined to bed with increas- 
ing weakness of his lower extremities. Metastases 
have evidently involved his lumbar spine, with 
extension to the spinal cord, destructive and 
proliferative processes going on at the same time. 
In a study of 23 cases of carcinoma of the pros- 
tate which came to autopsy in the years of 1929- 
1932 inclusive at Cook County Hospital, one case 
showed metastases to the cervical, thoracic and 
lumbar spinal cord. The third case is that of a 
man seventy-four years old, who had symptoms 
of urinary obstruction of three years duration. 
He had a suprapubic prostatectomy performed 
ten years previously with freedom of symptoms 
up to three years ago, when he experienced diffi- 
culty in starting his stream. Returning to his 
surgeon, he was told that he had a stricture of 
his urethra, a postoperative sequel following his 
suprapubic prostatectomy. Occasionally he has 
had to resort to a catheter for relief. Several 
weeks ago, prior to admission, he awoke from 
pain one morning to find a sinus leaking urine, 
breaking through his suprapubic scar, and 
several hard lumps in the inguinal regions. His 
prostate on palpation revealed not only enlarge- 
ment, but stony hardness, pathognomonic of car- 
cinoma. X-ray studies of his lumbar spine and 
pelvis will soon be made to determine bone me- 
tastases. 

Visceral metastases from prostatic carcinoma 
may be considered rare in that it is a departure 
from the usual cycle of secondary tumor forma- 
tion. Kirshbaum, in a study of 4,860 consecutive 
autopsies at Cook County Hospital, found five 
cases of metastases to the ureters, the material 
coming from 622 tumors. Two cases of the me- 
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tastases to the ureters had the primary tumor in 
the prostate. In addition there were metastases 
to the bladder, seminal vesicles, vasa deferentia, 
right kidney, lungs, vertebrae and lymph nodes.’ 
Similar metastases including that to lungs and 
kidneys have been reported by Giordano and 
Bumpus in 1922,8 and W. J. Carson in 1925 and 
1927.% 1° To the list may be added an adeno- 
carcinoma of the prostate reported by MacKenzie 
and Ratner in 1932, who noted metastases to the 
lungs, pleura, both ureters and lymph nodes." 
From a study of these cases, it appears that when 
visceral metastasis does occur, invasion of the 
bones is absent and vice versa, where osseous me- 
tastasis is present, the viscera are rarely attacked. 
This may be considered a general rule, although 
Kirshbaum in one of his cases of visceral metas- 
tases from prostatic carcinoma noted involvement 
of the skull, a rather rare finding. 

Symptomatology. A history of pains in the 
back and legs, or so-called sciatica in men past 
forty should make one suspicious, and x-ray ex- 
amination of the bones may be helpful. Symp- 
toms of urinary obstruction however, bring the 
patient to his physician, and the clinical picture 
varies little whether the prostatic obstruction is 
due to benign hypertrophy or carcinoma. In all 
events, a rectal examination should be done in 
all cases. The value of a flat plate of the genito- 
urinary tract has been emphasized. Carcinoma 
of the prostate may exist without symptoms, and 
may at times be associated with benign hyper- 
trophy. Occasionally a bone tumor or a spon- 
taneous fracture may be the first sign of car- 
cinoma of the prostate. Young believes that be- 
nign hypertrophy complicating early carcinoma 
may be responsible for all obstructive symptoms, 
while uncomplicated carcinoma usually does not 
cause obstruction until a rather late stage. The 
following table (from Young’s Practice of Urol- 
ogy) shows the leading symptoms on admission 
in 1,309 cases: 


Symptoms on admission Cases Per cent. 
Frequency 92 
Loss of force 
Difficulty 
Hesitancy 
Diminution of size of stream 
Dysuria 
Pain 
Urgency 
Catheter required occasionally 
Catheter required daily 
Hemorrhage 
Impassable obstruction 
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How long a period of time elapses between the 
appearance of prostatic carcinoma and bone me- 
tastasis is not too well known. Downs and Hast- 
ings in a study of twenty cases of malignant tu- 
mors involving bone metastasis found two cases 
of prostatic carcinoma, one with destructive bone 
metastasis nine months later, and the second, 
sclerosing metastasis one year and three months 
later. In one of the author’s cases reported, bone 
metastasis (isolated sclerosing lesions) occurred 
six years after removal of the prostate for be- 
nign hypertrophy.** 

Pathological Classification. From the roent- 
genologic point of view, three types are well recog- 
nized and are described in the usual text-books 
of urologic surgery and bone tumor pathology. 
For simplicity of classification, metastatic types 
may be divided as follows: 

1. Osteoplastic 

2, Osteoclastic 

3. Combined proliferative and destructive lesions 

4, Multiple, small, isolated lesions 

The fourth classification is the additional type, 
consisting primarily of single, isolated, prolifera- 
tive tumors, small in size, distributed indiscrim- 
inately through the pelvis, sacrum and bodies 
and adjacent portions of the lumbar vertebrae. 

Metastasis from carcinoma of the prostate is 
similar to carcinoma of bone as that following 
breast or gastric cancer, but in the preponderance 
of cases it is usually of slow growth and prolif- 
erative in type. This is also due to the fact that 
the cancer cell in the lumbar vertebra or pelvis 
acts as a stimulating agent, whereas in the breast 
or gastric cancer, bone metastasis usually strikes 
the ribs or long bones as the femur and, because 
of a blood stream invasion, entrance is made 
through the nutrient canal where, because of the 
rapid growth of the tumor, no bone production is 
formed, since there is no new bone reaction ex- 
ternal to it. 

Frequency and Distribution of Metastases. The 
fifth lumbar vertebra appears to be the predilected 
site for the earliest metastatic focus. Here, by 
its slow growth, the metastatic tumor cell acts 
as a stimulating agent and bone proliferation is 
the rule, the body of the lumbar spine or in the 
region of the articular facets showing a very 
dense, irregular shadow—a nodule varying in size 
from that of a pea or larger. Gradually the 
metastases spread to the other lumbar vertebrae 
and meanwhile the pelvis is likewise involved. 
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These proliferative metastases may be of so slow 
a growth that they may exist for some years, 
giving rise to few or no symptoms whatever. 

Prostatic carcinoma commonly gives rise to 
metastases in the bones of the spine and pelvis, 
although other parts of the body may be involved 
and to a lesser extent, the glands and viscera. 
According to Young and other observers, en- 
larged glands have been detected on rectal ex- 
amination in 20% of cases. Blumer is of the 
opinion that two-thirds of the cases of prostatic 
carcinoma which run an unobstructive course 
ultimately give rise to bone metastases.’* Kauf- 
man on the same problem found in a series of 
twenty-two cases of prostatic carcinoma in which 
the bones were examined completely at autopsy, 
16 who had bone metastases, a percentage of 72.14 
It is interesting to compare the relatively high 
percentage of bone metastases in prostatic car- 
cinoma with secondary tumors of breast cancer, 
which yield a figure of 14%, with thyroid car- 
cinoma which show a percentage of 25, and 
hypernephroma which attain a mark of 50. To 
quote Ewing, “Similar osteoplastic processes are 
observed, especially with mammary carcinoma 
and with tumors of the stomach, gall bladder, 
thyroid, etc., but the early and frequent occur- 
rence and extensive distribution belong chiefly to 
prostatic disease.** Simpson has found bone me- 
tastasis in prostatic carcinoma equal to the com- 
bined number of cases of osseous metastases in 
the three above mentioned types. Bone metastasis 
by x-ray in 135 prostate cases of cancer showed 
a percentage of 30.3.7° 

In another series of 228 prostate cancer pa- 
tients, Bumpus demonstrated by Roentgen ray a 
percentage of 30.26 to have bone involvement. 
Analyzing the regions commonly attacked by sec- 
ondary cancer tumors, the same author found in 
153 pelvic films, 46 as having bone metastases 
(30%) ; in 154 spinal films, 40 were interpreted 
as bone metastases (25.97%) ; of 140 lung films 
examined, 8 or 6.4% revealed characteristic bone 
metastasis ; of 141 rib films 8 or 5% gave evidence 
of secondary growths.*? Since bone involvement 
is the common finding in metastasis, the blood 
stream is the more frequent method of extension 
of metastasis than by the lymphatics, hence 
glandular involvement, when it does occur, is 
late in the disease. The liver is rarely the seat 
of metastases. 
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Late in the disease the metastatic process be- 
comes so extensive that it may resemble Paget’s 
disease. This is strikingly shown in a recent case 
wherein a dentist of 52, an old Paget's, fractured 
his hip joint in an automobile accident and it was 
at first thought that associated with the fracture 
was bone metastasis due to prostatic malignancy. 
However, on thorough examination and making 
plates of the skull, Paget’s disease was unmistak- 
ably found. The prostate in this case was small 
with no evidence of induration. 

Simpson has reported diffuse vertebral metas- 
tases occurring in the lymphatic chain of glands 
over the lumbar vertebrae without gross bony 
changes. He reports a case of a man, aged 69, 
with carcinoma of the prostate which, on rectal 
examination showed a prostate three times its 
normal size, firm, showing a smooth outline, and 
causing urethral obstruction, diagnosed as car- 
cinoma of the prostate. X-ray examination was 
negative as far as metastatic bone involvement 
was concerned in the lumbar spine or pelvis. At 
autopsy a secondary, soft, grayish tumor mass, 
8.0 x 4.0 x 2.0 cm. in thickness was found over- 
lying the bodies of the third and fourth lumbar 
vertebrae which, upon pressure of the cut surface, 


exuded an abundant milky “cancer juice.” The 
mass was adherent to the vertebrae on the left 
side, but the vertebral cortex was smooth and 
presented no gross evidence of infiltration with 
neoplasm. The prostate was replaced by medul- 
lary new growth and the capsule adherent to all 


surrounding structures. Microscopical examina- 
tion of the tissues showed all glands replaced 
practically by metastases. In the bones of the 
vertebrae there was diffuse carcinomatous infiltra- 
tion, essentially replacing the marrow in all areas 
examined. No destruction of trabeculae or bone 
absorption was present, and there was no evidence 
of bone production. Evidently if this patient 
had lived longer, the x-ray would undoubtedly 
have revealed extensive metastatic changes in his 
lumbar spine and pelvis.*® 

Osteoplastic Type. No bone deformity exists 
in the osteoplastic type; on gross examination the 
metastatic areas are firm and white with no bone 
destruction. Histologically the involved areas 
show many large, new bone trabeculae surround- 
ing nests of columnar cell carcinoma as originally 
seen in the primary tumor. There are spicules of 
old bone undergoing slow absorption, intermin- 
gled with these islands of new bone. Von Reck- 
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linghausen offered the first satisfactory descrip- 
tion of this proliferative type of bone metastases 
so common in the greatest number of prostatic 
carcinoma; in fact, in 1891 he presented five 
cases of prostatic, primary carcinoma exhibiting 
these characteristics.*® 

In the osteoplastic type the lesion in bone for 
the most part is a condensation process with 
actual deposition of new bone showing, in the 
roentgenogram, areas of bone much more dense 
than the surrounding normal bone. These islands 
of increased density vary in size and at times be- 
come markedly confluent, the involved areas cast. 
ing extremely dense shadows. 

Osteoclastic Type. In the osteoclastic type 
there is invasion by the metastatic tumor mass 
into the normal bone which it destroys as it 
grows, producing areas of rarefaction with essen- 
tially no new bone production since the cancer 
cells grow so rapidly. The involved areas appear 
as dark, irregular areas showing loss of bone 
substance with trabeculation absent or appearing 
as fine, linear lines of increased density in an area 
of bone destruction. Purely bone destruction per 
se is seldom found in all involved areas without 
some evidence of proliferation associated with 
some of the destroyed areas; as a rule the purely 
destructive process is only found in the minority 
of cases. 

Stewart is of the opinion that the character of 
the primary cancer growth in the prostate can 
be revealed by the roentgenologic appearance of 
bone metastases. If, in the primary tumor, the 
stroma predominates, then the scirrhus form of 
carcinoma will give rise to the proliferative or 
osteoplastic type of bone metastasis. If, on the 
other hand, the primary tumor shows a prepon- 
derance of medullary cell growth, then the osseous 
metastasis will be of the destructive or osteoclas- 
tic type.”° 

At Ann Arbor, University of Michigan Lab- 
oratory, for a period of five years, 1921-1926, 
274 surgically removed prostates were examined, 
44 of which were primary carcinoma, an inci- 
dence of 16% or roughly one cancer to every 
six of the benign hypertrophic type. Simpson 
believes these figures are low, since many car- 
cinoma cases were refused operation, and un- 
doubtedly the percentage is much higher. Of 
the 44 carcinomata, 32, he says, were frankly 
scirrhus, a percentage of 72, while the remain- 
ing 12, although chiefly medullary in type, pre- 
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sented frequently areas of scirrhus architecture, 
accounting for the mixed types of osseous me- 
tastases on the roentgenogram.?® 

Solitary Nodular Type. Another type is rep- 
resented by multiple, small osteoplastic lesions 
consisting primarily of numerous foci or islands 
of bone condensation, circular areas of increased 
density or white spots on the x-ray plate, varying 
in size from the head of a pin to a ten cent piece 
and larger. These areas may be so numerous as 
to almost “pepper” the entire bone architecture. 
One must not confuse round, dense areas about 
one cm. in diameter frequently seen on films of 
the lumbar spine and pelvis, which are either 
calcified lymph nodes or small elevations of bone 
sometimes present over the head of the femur, 
and occasionally seen in either wing of the ilium; 
when they occur with irregular distribution over 
the lumbar vertebrae, pelvis and hip joints, they 
are invariably metastatic foci with the primary 
growth usually in the prostate. 

Metastasis From Malignancy Without Osseous 
Secondary Growths. This phenomenon sometimes 
occurs as mentioned in a description of a case 
reported by Simpson, previously referred to; 
microscopical osseous metastases were discovered, 
but to the x-ray and outward gross appearances, 
the bone revealed no evidence of secondary new 
growth.18 

Aids to the Pathologist. It is obvious from the 
foregoing facts that since bone metastasis is rela- 
tively so common in prostatic carcinoma that we 
as investigators should attempt to determine in 
addition, the relative frequency of malignancy in 
cases other than carcinoma. Since malignant 
transformation occurs in prostatic pathology, it 
is recommended that in all post mortem examina- 
tions wherein there has been a history of pros- 
tatectomy or where there is obvious palpable path- 
ology, especially applicable in men over forty, 
routine roentgenograms be made of the lumbar 
spine and pelvis. The roentgenologist can be of 
much invaluable assistance to the pathologist, 
not only to determine hidden bone pathology, but 
to complete his records for the complications of 
disease and also incidental findings—significant 
changes which undoubtedly are unrecorded in the 
average post mortem examination in leading hos- 
pitals and medical universities. For instance, 
at Cook County Hospital for the years 1929 to 
1932 inclusive, twenty-three cases of carcinoma 
of the prostate came to post mortem examination 
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in which the pathologist reported only three cases 
as having bone metastases. Roentgenograms 
were made only in three cases and these showed 
bone metastasis. If the pathologist had routine 
plates made, even after death, prior to his post 
mortem examination, he would have discovered 
a greater incidence of bone metastasis in the 
lumbar spine or pelvis than was recorded in the 
autopsy findings. 

Similarly routine plates made of cases of be- 
nign hypertrophy, adenoma or other prostatic 
pathology, whether prostatectomized or not, 
would reveal hidden bone metastases and increase 
the percentage of malignancy hitherto not made 
possible. Again at Cook County Hospital, post 
mortem examinations of twenty-nine cases of 
hypertrophy of the prostate for the years 1929 to 
1932 inclusive revealed no gross bone changes 
indicative or suggestive of metastasis. Incidental 
prostatic hypertrophy was found in 182 post mor- 
tems and incidental carcinoma of the prostate 
was found in seven autopsies between the years 
1929 and 1932, wherein the cause of death was 
other than prostatic disease. What the incidence 
of bone metastasis would have been if roentgeno- 
grams were made of all this post-mortem ma- 
terial, is difficult to conjecture, but the belief is 
strong that the percentage would be much higher 
than the quoted figures. 


SUMMARY 


Bone metastasis from malignancy of the pros- 
tate is a relatively common sequel, and emphasis 
is placed upon its frequent occurrence in the con- 
ditions of hypertrophy and enlargement of the 
gland, as seen in benign hypertrophy, adenoma, 
and carcinoma. Various statistics of Young and 
others are quoted to place before the reader the 
fact that bone metastasis is common; that every 
contemplated examination of men past forty, 
whether for pre or postoperative study or health 
examination, merits a routine flat plate of the 
genitourinary tract to determine osseous metas- 
tasis and other related pathology. A plea is made 
also to pathologists to have a routine flat plate 
of the genitourinary tract in all cases of pros- 
tatic pathology, whether a primary or incidental 
finding to increase our knowledge of bone me- 
tastasis and its incidence. The following types of 
bone metastases from primary carcinoma of the 
prostate are presented: 1. Osteoplastic; 2. Osteo- 
clastic ; 3. Combined osteoplastic and osteoclastic ; 
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4. Multiple solitary sclerosing lesions. To these 
types mentioned, invasion of the lymphatic glands 
and viscera may occur, though rarely, without 
gross bone metastases. 

In conclusion, I desire to express my thanks to 
Drs. F. M. Phifer, C. H. Miller and F. E. Simp- 
son for the use of their clinical material and for 
the many valuable suggestions given me; also 
Drs. R. H. Jaffe and J. L. Kirshbaum, who so 
kindly gave me the privilege of looking over the 
autopsy records at Cook County Hospital. 

6060 Drexel Ave. 
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DISCUSSION 
Dr. Fred S. O’Hara, Springfield, Ill.: Today there 
are but two classes of people who get good, expert, 
first class, dyed-in-the-wool, 100 per cent. medical serv- 
ice, and they are the ultra-rich and the ultra-poor. If 
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the prostate of one of the great in-between class gets 
him into trouble, it keeps him in trouble until some big 
hearted doctor finds out what is doing. 

The lesson I take out of this is just one more instance 
of the thing we fellows have built up ever since Dr. 
Cushway, Dr. Trostler, Dr. Arens, and a few other of 
the old wheel-horses began to show the world at large 
that x-ray was a necessary aid on almost everything 
medical. This is just another instance of where by the 
x-ray is the only way that you are going to give a fatal 
prognosis early. 

A lot of these people refuse surgical relief, and they 
are the people that become the pot of gold at the end 
of the osteo-chiro rainbow. In fact, if we do tell them 
the truth we oftentimes scare them off the nest before 
they lay anything. They remain the osteo-chiro rain- 
bow. 

On the other hand, I have seen cases where caution 
had to be observed in condemning suspicious spots along 
the lumbar spine. I had one case in particular where 
the evidence was all in favor of the plaintiff. The evi- 
dence being all in favor of the plaintiff, I said, “This 
patient undoubtedly has metastases, but they pleaded 
poverty and went into a big hospital where the physi- 
cian could play with the case for weeks, with no thought 
of money; the salaries going on just the same. 

This case afterwards proved to be simply the glands 
back in the posterior part of the abdomen that gave 
this appearance. I was embarrassed when the patient 
did not act according to Hoyle. 

I am perfectly serious in the only warning I bring: 
Look out for the retroperitoneal glands in making your 
diagnosis and prognosis in these cases. They can get 
you into a lot of trouble. From an x-ray standpoint 
that is the only thing I can see why they were put 
there. 

Dr. Maurice I. Kaplan: I have also received a copy 
of Dr, Olin’s paper and have read it in advance of the 
meeting. It is my hope that the paper will be published 
in full for it has an academic value that would be lost 
if left as read. 

Dr. Olin has covered the literature very carefully and 
very thoroughly and in his paper you will find that he 
goes into great detail (he did not read the entire paper 
before you). 

I agree with Dr. O’Hara, that the ultra-rich and the 
ultra-poor adapt themselves for study as one desires. 
At the Hospital I work we have no ultra-rich but 
we do have some of the ultra-pour; therefore, some of 
these patients will come within the category mentioned 
and work of an investigative nature can be carried out. 
In this type of cases the men will ask for detailed 
studies of the various portions of the anatomy to rule 
out metastasis and frequently we find interesting con- 
ditions, 

Two cases come to mind where we found metastatic 
bone lesions in the pelvic bones, ribs and vertebral 
bodies that came to autopsy and neither of these had 
any malignant lesions in the prostate nor were the 
prostates in any way enlarged over the usual for indi- 
viduals of their age. One of these cases was a mul- 
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tiple myeloma and the other was a primary carcinoma 
of the stomach. In the latter case the diagnosis of 
malignancy was made from the metastatic findings in 
the pelvis. This patient complained very severely with 
pain in the pelvis, later on with pain in the cervical 
region. The roentgen studies revealed metastasis of 
the 7th cervical. 

I do not think that Dr. Olin’s paper can be discussed 
as Dr. O’Hara has stated; the paper states facts, and 
this type of paper cannot be discussed, other than add- 
ing one’s personal experience. 

I am very glad to have had the opportunity of read- 
ing his paper and hearing it again and also for the op- 
portunity of adding my bit. 





ALCOHOL AND AUTOMOBILE ACCIDENTS 


Herman A. Heise, Milwaukee (Journal A. M. A., 
Sept. 8, 1934), studied the subjective and objective 
symptoms due to a consumption of alcohol correlated 
with the chemical examinations, and an analysis of 119 
automobile accidents involving injury or death to 216 
persons in an effort to obtain a closer estimate of the 
part that alcohol plays in these accidents. Subjects were 
given whisky and both subjective and objective symp- 
toms were recorded. The experiments indicate a meas- 
urable loss of efficiency and judgment, even when small 
amounts of alcohol are accumulated in the blood or 
urine. Considering a person sober as long as he can 
still walk and talk is responsible for the small value of 
present day statistics regarding the relationship of al- 
cohol to automobile accidents. By analyzing consecutive 
accident cases involving injury and death, it is possible 
to throw light on the high incidence of week-end acci- 
dents and night accidents, and the surprising prepon- 
derance of accidents in which male drivers are con- 
cerned. In this series the drinking pedestrian was con- 
cerned with many accidents; in most cases a child or 
old person was struck by a sober driver. It is recom- 
mended that the chemical test for alcohol, which has 
been proved to be practical in confirming drunkenness 
and thus aiding in the conviction of drunken drivers, be 
adopted universally, at least to confirm the observa- 
tions obtained by physical examination. 





INHALED SILICA AND ITS EFFECT ON 
NORMAL AND TUBERCULOUS LUNGS 

Leroy U. Gardner, Saranac Lake, N. Y. (Journal 
A. M. A., Sept. 8, 1934), believes that dusts containing 
silica are preeminently dangerous. Present knowledge 
will not permit it to be said that only free silica is harm- 
ful; possibly some of the silicates will also be incrim- 
inated. One silicate, asbestos, produces a characteristic 
and dangerous type of pulmonary fibrosis. Silica is a 
tissue poison. In low dilutions it causes nodular fibrosis; 
in higher concentrations it produces rapid necrosis of 
cells of all kinds. Human silicosis begins by damaging 
the pulmonary lymphatic apparatus and is followed by 
the development of nodular fibrosis of the parenchyma 
of the lungs. Silicosis specifically predisposes to infec- 
tion with the tubercle bacillus. The mechanism of this 


action has not yet been determined. It probably consists 
in some alteration in the soil rather than in changes 
induced in the infecting organism. Non-siliceous dusts 
localize about the lymphatic trunks and some of them 
excite the proliferation of small amounts of loose cellular 
connective tissue. They apparently do not increase sus- 
ceptibility to tuberculosis. Nonsiliceous dusts inhaled in 
combination with silica modify the action of the latter, 
altering the anatomic characteristics of the lesions and 
apparently decreasing the susceptibility to tuberculosis. 





CONTAGIOUS ABORTION IN CATTLE 


The testing of cattle for Bang’s disease under the 
Federal emergency appropriation has been started in 
22 States and officials of the U. S. Bureau of Animal 
Industry announce that the work will be taken up soon 
in several other States. States in which testing is now 
going on are Alabama, Arkansas, Delaware, Florida, 
Indiana, Louisiana, Maryland, Michigan, Minnesota, 
Mississippi, Montana, New Jersey, New York, North 
Carolina, Ohio, Oklahoma, Pennsylvania, Rhode Island, 
Virginia, Washington, West Virginia, and Wisconsin. 

According to rough estimates, based on preliminary 
work, it is expected that about 15 per cent of cattle will 
react to the agglutination test for Bang’s disease. In 
some localities, however, the prevalence of the disease 
may run as high as 20 percent or more. On this basis 
it is probable that by January 1, 1935, a large number 
of cattle will be eliminated because of reactions to the 
test. 

Bang’s disease is also known as “contagious abortion.” 
It may be detected by the agglutination test in which a 
special test fluid, or antigen, is added to a small quan- 
tity of blood serum from the animal under test. Blood 
from infected animals causes a definite reaction. 

Farmers in States cooperating in the campaign may 
sign agreements for testing in which they bind them- 
selves to market reacting animals for slaughter; to 
safeguard the herd in purchasnig new animals; to main- 
tain sanitary safeguards; and to retest at intervals. Un- 
der these contracts the Government makes indemnity 
payments according to appraised values up to a max- 
imum of $20 for grades and $50 for registered purebred 
cattle. In addition, the owner receives the proceeds of 
salvage, but in no case is he to receive more than the 
appraised value of the animal. 





HERPES SIMPLEX RECURRENS 

Prescribe 5-grain (0.32 Gm.) doses of methenamin 
thrice daily, over a period of 6 months, in gradually 
decreasing frequency—during the first two months 
every day; during the second two months, 3 weeks 
out of 4; and during the final two months, 2 weeks 
out of 4. In administering methenamin, advise its 
ingestion on a full stomach and very thoroughly diluted 
with water—at least a full glass. Locally, there is 
nothing more anti-pruritic nor more quickly drying 
than the familiar lotion of phenol, zinc oxide, calamine 
and lime water—Dr. C. J. White, in Pennsylvania 
M. J., Apr. 1932. 
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DIRECTIONS FOR GETTING RID OF RATS 


1. Rat-proofing building where possible, and do 
away with junk piles, etc., which may act as shelter 
for rats. 

2. Cut off rats’ food supply. Garbage should be 
placed in rat-proof garbage cans and care be taken that 
none is scattered around so that it is obtainable by rats. 

3. Destruction by fumigation. The easiest and safest 
method, where rat burrows can be found, is to place 
one end of a rubber hose in the burrow, attaching the 
other end in the exhaust pipe of an automobile, allow- 
ing the engine to run for twenty minutes. The entrance 
around the hose and connecting entrances should be 
sealed with dirt to prevent the escape of the gas. 

4, Poisoning by red squill powder is the method 
adopted and recommended by the U. S. Government in 
the wholesale destruction of rats in a community. 

5. Red squill powder has the advantage of being 
poisonous only to rats, being relatively harmless to 
humans, dogs, cats, birds and other animals. Most drug 
stores in Detroit are now stocked with red squill pow- 
der. Two ounces, about thirty cents worth, being suffi- 
cient for the average property. 

The red squill powder should be mixed separately 
with several different foods or baits, so as to give the 
rat a choice of foods and increase the chances of the 
bait being taken. The following foods and proportions 
have been found to work best: 

Cereals—Mix together thoroughly, dry, one level 
tablespoonful of red squill powder with one measuring 
cup of any cereal meal such as oat meal or corn meal. 

Butters Mix together or cream one-half ounce of red 
squill powder with one ounce of butter. Cut one-fourth 
of a pound loaf of bread into very thin slices and spread 
liberally and evenly with the squill butter mixture and 
make sandwiches. Cut each sandwich into six smaller 
ones for rat baits. 

Ground Meats—Mix thoroughly one part by weight 
of red squill powder with ten parts of any ground meat. 

Fruits and Vegetables—Dust red squill powder evenly 
over thin slices or small pieces of fresh fruit or vege- 
tables and mix to insure even distribution. About one- 
half ounce of red squill powder should be used to two 
bananas or two tomatoes, or one-half small muskmelon. 

Distribution of Baits—Baits should be distributed in 
the evening so they will be fresh when the rats are 
feeding. Teaspoonful or so quantities of the prepared 
baits should be placed along the runways or alternately 
in places frequented by rats, or where they have been 
observed to feed. 

A sufficient amount should be distributed at one time 
to provide an ample supply for all rats on the prem- 
ises; otherwise the resulting mortality will arouse the 
suspicion of the rats that are unharmed and render sub- 
sequent baiting less successful. Should the poisoning 
operations not be wholly successful, it is well to wait 
two or three weeks before repeating. 

Prebaiting—The distribution of the same foods or 
baits prepared in the same way without the red squill, 
every one or two nights until the rats are accustomed 
to eating them, increases the chances for success when 
the poison is given, 
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5. Trapping—Trapping rats is just as effective as 
poisoning them, but requires more skill and labor. Snap 
traps and cage traps are obtainable at hardware stores. 





SCHOOL COACHES EXPRESS OPINIONS ON 
SMOKING BY THE ATHLETE 


The problem of tobacco for the athlete has received 
much consideration on the part of coaches and au- 
thorities on athletics since the postwar popularization 
of cigarette smoking. 

Results of a questionnaire sent out recently by a 
facuity adviser in athletics are published in Scholastic 
Coach. The 140 coaches and athletic directors whose 
opinions were sought hold positions in secondary schools 
and in colleges. In answer to the following questions, 
102 replies were received: 

1. Do you believe that smoking retards the physi- 
cal development of a boy and therefore does him per- 
manent physical harm? Yes, 79. No, 12. Indefinite 
or unanswered, 11. 

2. Does smoking in moderation, say, not more than 
five cigarettes a day, handicap a boy in athletics even 
if the smoking habit was formed after he was grown 
or nearly grown? Yes, 71. No, 16. Unanswered, 15. 

3. Do you believe that it helps an athlete to any 
appreciable extent to stop smoking in training season 
(or seasons) if he is a regular smoker at other times? 
Yes, 87. No, 6. Unanswered, 9. 

4. Has it been your observation that improvement 
shown by non-smoking athletes was more consistent 
and greater than that shown by athletes who are smok- 
ers? Yes, 65. No, 18. Unanswered, 19. 

5. Are athletes who are non-smokers more easy to 
discipline and therefore better workers than athletes 
who smoke? Yes, 61. No, 17. Unanswered, 24. 

6. Asa general proposition have you found the non- 
smoking athlete a more valuable member of a team 
than the smoker? Yes, 76. No, 14. Unanswered, 12. 

7. Did you smoke when a school boy? Yes, 15. 
No, 79. Unanswered, 10. 

8. Did you smoke when a college student? Yes, 45. 
No, 49. Unanswered, 8.—H ygeia. 





PENALTY 

Whether a penalty is mild or severe depends on all 
the facts involved. 

“Next case,” called out the clerk, and a middle-aged 
Irish couple were ushered into the court room. They 
made a pitiful picture—the strong, healthy, tall, broad 
woman, and her poor, meek, battered little husband. 
The magistrate adjusted his glasses, then turned to the 
man and said, “You are accused of beating your wife. 
What have you to say?” 

“Guilty, sir,” replied the little man, without a mo- 
ment’s hesitation. 

“Seven dollars or seven days,” said the magistrate. 

After the session was over, one of the court officials 
asked the magistrate if he hadn’t been rather severe in 
punishing the little fellow. 

“Oh, no,” exclaimed the magistrate. 
him something for bragging.” 


“T had to give 
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DIET IN PREGNANCY 


The mother’s diet, during pregnancy and lactation, 
ought to include: 

2 pints of milk daily. 

1 or 2 substantial servings of green vegetables— 
cabbage, spinach or lettuce—daily. 

1 or 2 eggs or egg yolks daily. 

An apple or orange or some fresh fruit daily. 

Sea fish twice or more a week. 

Calf’s liver once a week. 

If cod-liver oil can be taken, 2 teaspoonfuls daily is 
advisable. 

The rest of the diet can be made up as the woman 
wishes—Dr. Edward Mellanby, in Lancet (London), 
Nov. 18, 1933. 





BIRTH ANNOUNCEMENT* 
(a la Auto Ads) 

The John Smith Production Co. announces the 1934 
Baby Model, Billie Smith, released April 19, 1934. 
J. Smith, designer and chief engineer ; Mary Smith, 
production manager. 

Features of the New Model 


Two lung-power; free squealing; water-cooled base; 
weight, 7%4 pounds; knee action, vacuum feed; change- 
able seat covers; wheel base, 19 inches. This model 
has a perfect stream line—Contributed by Dr. J. P. G., 
Ohio. 


*The names are, of course, fictitious, but the announcement 
is genuine.—Ed. 





Marriages 





Orville Lindsay Abbott, Belleflower, Ill., to 
Miss Truth Kirk at Bloomington, June 16. 

William Jackson Copeland, Cary, Ill., to Miss 
Jennie Alme of Rhinelander, Wis., September 7. 

Joseph E. O’Donnell, Champaign, Ill., to Miss 
Palma Louise Utke of Enderlin, N. D., in Chi- 
cago, August 19. 





Personals 





Dr. Leo K. Campbell has been appointed as- 
sistant clinical professor of medicine at Rush 
Medical College. 

Dr. Sidney O. Levinson, Chicago, discussed 
infantile paralysis before the Iroquois County 
Medical Society at Watseka, September 13. 

At a meeting of the Peoria City Medical So- 
ciety, September 18, Dr. Max Thorek, Chicago, 
discussed a new method of obliterating the gall- 
bladder by electrosurgical means. 


« 


PERSONALS 397 


Dr. Frederick B. Balmer, Chicago, discussed 
“Medical Economics as an Essential Part of a 
Physician’s Education” before the Peoria City 
Medical Society at its annual fish fry at the Illi- 
nois Yacht and Canoe Club, September 5. 

At a meeting of the Adams County Medical 
Society in Quincy, September 10, Dr. Clayton 
J. Lundy, Chicago, discussed the treatment of 
rheumatic disease. A motion picture on “The 
Mechanism and Electrocardiographic Registra- 
tion of the Normal Heart Beat” was also shown. 

The St. Clair County Medical Society was ad- 
dressed in Belleville, September 5, by Dr. Ed- 
mund Bechtold on “Economic Conditions as I 
Found Them in the Scandinavian Countries and 
in Russia,’ and by Dr. Frederick V. Emmert, 
St. Louis. in East St. Louis, September 6, on 
“Diagnosis and Treatment of Cervices in Office 
Practice.” 

A stag party was held at the Army and Navy 
Club, September 5, in honor of Major Lorin A. 
Greene, medical officer, sixth corps area, who is 
being transferred to foreign service in the Philip- 
pines. A dinner was also given in his honor 
recently at the Glenview Country Club. At this 
occasion, Dr. Cleveland C. MacLane was notified 
of his promotion to colonel in the medical re- 
Serve. 

Aaron Arkin addressed the Rock Island 
County Medical Society on September 11. 

C. C. Maher was invited to give a paper on 
Heart Disease before the Kankakee County Med- 
ical Society on September 13. 

Gustave F. Weinfeld addressed the Wilmette 
Mothers’ Club on September 10; subject, “Men- 
tal Training of the Child.” 

Frederick B. Balmer addressed the Peoria City 
Medical Society on the evening of September 5 
at the opening meeting of the year held at the 
Illinois Valley Yacht and Canoe Club. The sub- 
ject of Dr. Balmer’s address was “Medical Eco- 
nomics as an Essential Part of a Physician’s 
Education.” 

Kugene F. Traut addressed the Scott County 
Medical Society of Iowa on September 4. 


The Chicago Ophthalmological Society elected 


the following officers for the ensuing year: E. 
V. L. Brown, president; Thomas D. Allen, sec- 


retary-treasurer. 
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The following officers have been elected for the 
year 1934-35 by the Institute of Traumatic Sur- 
gery: John D. Ellis, president; George G. Davis, 
vice-president, and Frederick W. Slobe, secretary. 

F. E. Senear addressed Will-Grundy County 
Medical Society Sept. 19 at Joliet. 

George DeTarnowsky addressed the members 
of DuPage County Medical Society on Septem- 
ber 19. 

Francis Lederer addressed Will-Grundy 
County Medical Society at Joliet, September 26, 
on “Cancer About the Head and Neck—A Crit- 
ical Analysis of the Available Therapeutic 
Measures.” 

Frank F. Maple was invited to give a talk on 
“Septic Abortion” before the Fulton County 
Medical Society, September 27. 

tilbert FitzPatrick addressed Marion County 
Medical Society, September 27; subject, “Can- 
cer.” 

Dr. Max Thorek was awarded the Gold Medal 
for his exhibit on Electrosurgical Obliteration of 
the Gall Bladder and Dr. Simon Benson of the 
University of Chicago was awarded the Silver 
Medal for work in Physiology at the American 
Yongress of Physical Therapy held in Philadel- 
phia September 10 to 13, inclusive. 

Dr. A. R. Moore, Professor of General Physiol- 
ogy at the University of Oregon, who has re- 
cently returned from Sendai, Japan, where he 
was Rockefeller Visiting Professor of Phsiology, 
will deliver a series of lectures from October 15 
to 20 at the College of Medicine of the Univer- 
sity of Illinois, under the auspices of the Grad- 
uate School. The lectures will be on the Physio- 
logical Basis of Individuality in the Early 
Embryo and in Elementary Forms: (1) The 
cytoplasm as a biop-physical system, 4:00 p. m., 
October 15. (2) Special cytoplasmic structures, 
4:00 p. m., October 16. (3) Integrative mech- 
anisms. The individual in motor reactions of 
simple forms, 1:00 p. m., October 17. (4) 
Phylogenetic beginnings of the central nervous 
system, 4:00 p. m., October 18. (5) Modifiabil- 
ity of reactions, 4:00 p. m., October 19. 





News Notes 





—That epidemic encephalitis is on the wane 
in Illinois is indicated in reports of twenty-four 
new cases of the disease for the week beginning 
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September 10. This number compares with a 
total of forty-nine for the preceding week. The 
Illinois State Department of Health reports that 
the bulk of the cases continue to occur in the 
three Main epidemic centers: Vermilion County, 
eight; Fulton County, four, and Peoria County, 
three. 

—State officials have launched a campaign 
against the sale of impure raw milk, which is 
now being dispensed at roadside stands and milk 
depots in Illinois, according to the Chicago 
Tribune. Efforts have been concentrated in sub- 
urbs outside of Chicago, it was stated, where, in 
many cases, the milk depots do not come under 
the jurisdiction of municipal health authorities. 
It was pointed out that about 80 per cent. of the 
depots investigated do not measure up to the 
sanitation standards of the state dairy and food 
division. 

The Cook County Graduate School of Medi- 
cine, 427 S. Honore Street, Chicago, will offer 
October 22 a two weeks’ intensive course of In- 
ternal Medicine, a two weeks’ intensive course 
in Eye, Ear, Nose & Throat, and a ten days’ 
intensive course in Traumatic Surgery. These 
courses will be given provided the required num- 
ber of doctors are registered for the work; also 
they will be limited as to the number permitted 
to take the work. The clinical work will be given 
in the Cook County Hospital and the didactic 
in the school building. 

The Radiological Society of North America 
will hold its next Annual Meeting at the Hotel 
Peabody, Memphis, Tenn., December 3-7, 1934. 
The medical profession is cordially invited to 
attend. Further information may be obtained 
by addressing the secretary-treasurer, Dr. Don- 
ald S. Childs, 607 Medical Arts Bldg., Syracuse, 
i, ae 

—Figures obtained in a study of maternal mor- 
tality in Illinois during the last five years by 
the State Department of Health reveal that Rich- 
land County leads in maternal deaths with a rate 
of 16.1 per thousand births. This rate is three 
times as high as that for the state as a whole 
(5.6). Twenty-four maternal deaths occurred 
in the county among 1,488 births. Three coun- 
ties, Bond, Menard and Putnam, reported n0 
maternal deaths in connection with 2,146 births 
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during the five years. Counties reporting rates 
of 10 or more during this period include Lee, 
13.8; Pulaski, 13.6; Alexander, 13.5; Morgan, 
11.8; Effingham, 10.5; Scott, 10.4; Perry, 10.1; 
Saline, 10.1, and Logan, 10. 

—wWith the appointment of Miss Nellie X. 
Hawkinson as professor of nursing education, a 
program of nursing education has been begun 
at the University of Chicago. The committee 
of nursing education, appointed by President 
Hutchins last winter after a tentative plan for 
the organization of the courses had been ap- 
proved, will be responsible for the formulation 
and adoption of the sequences of studies leading 
to degrees. Sequences for teachers of nursing, 
supervisors and administrative officers in schools 
of nursing are being planned as the first step. 
The degree will be cleared for the present 
through the division of biological sciences, al- 
though the courses included will be offered in 
education, home economics, psychology and other 
departments as well as in the science depart- 
ments. 

—Ceremonies on Tuesday, October 2, marked 
the opening of the seventy-sixth annual session 
of Northwestern University School of Medicine. 
The Founders’ Day address was delivered by 
Leslie B. Arey, Ph.D., Robert L. Rea professor 
of anatomy, on “Old Ideals in Modern Medi- 
cine.” A feature of the celebration will be the 
unveiling of an oil portrait of Dr. William E. 
Morgan, Emeritus Professor of Suregery and 
Clinical Surgery, Loyola University School of 
Medicine, and a graduate of Northwestern, class 
of 1882. The portrait, presented by Dr. Charles 
F. Sawyer, clinical professor of surgery at Loy- 
ola, will be placed in the Archibald Church 
Library. Dr. Sawyer graduated from North- 
western in 1904. 

—Dr. Henry S. Houghton, who since January 
1 has been associate dean of the Division of Bio- 
logical Sciences and director of the University 
Clinics, University of Chicago, has resigned to 
become advisory representative of the China 
Medical Board, effective January 1. The new 
director of clinics is Dr. Arthur C. Bachmeyer, 
who, until his resignation September 15, had 
been dean of the University of Cincinnati College 
of Medicine, Cincinnati, for nine years. Dr. 


NEWS NOTES 


399 


Bachmeyer, following his resignation as dean, 
continued as superintendent of the Cincinnati 
General Hospital and as professor of hospital 
administration. He has been head of the hos- 
pital for twenty years. Dr. Houghton, until his 
affiliation with the University of Chicago, had 
been dean of the University of Iowa College of 
Medicine since 1928. The China Medical Board, 
an agency of the Rockefeller Foundation, owns 
and supports the Peiping Union Medical College. 

—Physicians licensed to practice medicine in 
California will have sole charge of the distribu- 
tion of dinitrophenol in the future, in accord- 
ance with a resolution adopted by the state de- 
partment of health, August 20. Since dinitro- 
phenol has already been responsible for a num- 
ber of deaths, the board forbids anyone other 
than a licensed physician to prescribe, dispense 
or sell this product. 


Lectures were given in the Hall of Science at 
the World’s Fair during September by the fol- 
lowing physicians. A committee of the Chicago 
Medical Society arranged the program through 
the Educational Committee of the Illinois State 
Medical Society : 

September 1—‘Poisoning from the Bowel,” Charles 
Drueck, M. D. 

September 3 — “Deep Sea Fishing for Vitamins,” 
Frank B. Kirby, M. D. 

September 4—“How About Your Heart?”, Thomas 
P. Foley, M. D. 

September 5—“Hay Fever,” Leon Unger, M. D. 

September 6 — “The Forgotten Specialty,” N. S. 
Davis, M. D., III. 

September 7—“Artificial Fever and Disease,” Clar- 
ence A. Neyman, M. D. 

September 8—“Through the Cycles of Life,” Laur- 
ence H. Mayers, M. D. 

September 10—‘“Modern Care of Handicapped Chil- 
dren,” Harold M. Camp, M. D. 

September 11—‘“High Blood Pressure,” G. K. Fenn, 
M. D. 

September 12—“Diabetes,” Ernest C. Olson, M. D. 

September 13—“Diseases of the Kidneys,” Norris J. 
Heckel, M. D. 

September 14—“Mental Health or the Struggle for 
Poise,” Meyer Solomon, M. D. 

September 15—“Cancer,” Max Cutler, M. D. 

September 17—“Cancer,” W. A. Newman Dorland, 
M. D. 

September 18— “Some Common Rectal Ailments,” 
Thomas J. Merar, M. D. 

September 19—“Rheumatism in Children,’ H. W. 
Elghammer, M. D. 

September 20 — “Uses and Abuses of Ultra-violet 
Radiation,” John S. Coulter, M. D. 
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September 21—“Rheumatism, What of It?,” H. K. 
Scatliff, M. D. 

September 22—‘‘How About ‘Imaginary’ Diseases?,” 
Cyril Hale, M. D. 

September 24—“Budgeting Energy,” George B. Lake, 
M. D. 

September 25—“Obestiy in Children,” 
stadter, M. D. 

September 26—‘‘Reducing and Tuberculosis,” Ben- 
jamin Goldberg, M. D. 

September 27—“Newer Knowledge on Vitamins,” C. 
I. Reed, Ph. D. 

September 28—“X-Ray and Its Medical Uses,” M. J. 
Hubeny, M. D. 

September 29—“Poisons in Our Everyday Life,” Wil- 
liam D. McNally, M. D. 

Committee: Dr. Wilbur Post, Dr. Julius H. Hess, 
Dr. Hugh N. MacKechnie, Chairman. 


Ralph Kun- 





Deaths 


Harvey Comps Asuer, Chicago; Northwestern Uni- 
versity Medical School, Chicago, 1907; aged 51; died, 
July 31, of a self inflicted bullet wound. 

Cyrus H. Barr, Dwight, Ill.; Chicago Medical Col- 
lege, 1882; aged 79; a Fellow, A. M. A.; died, July 9, 
of cerebral hemorrhage. 

Joun Harrison Btianks, Zion, Ill.; University of 
Tennessee Medical Department, Nashville, 1891; city 
health officer ; aged 68; died, July 3, of gangrene of both 
lower legs and feet and chronic heart disease. 

Cart FerpINAND BooKWALTER, Chicago; Johns Hop- 
kins University School of Medicine, Baltimore, 1910; 
a Fellow, A. M. A.; assistant professor of oto-laryn- 
gology, Northwestern University Medical School; fel- 
low of the American College of Surgeons; on the staff 
of the Passavant Memorial Hospital; aged 54; was 
found dead, September 10, in a hotel at Danville, IIl., 
of a gunshot wound, presumably self inflicted. 

Ernest Hersert Britten, Auburn, Ill.; Barnes Med- 
ical College, St. Louis, 1902; aged 59; died, August 7, 
of cerebral hemorrhage. 

Henry A. Broan, Chicago; Illinois Medical College, 
Chicago, 1909; on the staff of the Lutheran Memorial 
Hospital; aged 63; died, September 6, of hypostatic 
pneumonia and coronary thrombosis. * 

James M. O. Bruner, Port Byron, IIl.; College of 
Physicians and Surgeons of Chicago, 1887; aged 75; 
died, August 14, in the Methodist Hospital, Brooklyn. 

James Wutson Du Cons, Carlyle, Ill.; Barnes Med- 
ical College, St. Louis, 1905; member of the Illinois 
State Medical Society; formerly mayor and member 
of the board of education of Beckemeyer; aged 62; 
died, July 24, of arthritis, as the result of injuries re- 
ceived in an automobile accident which occurred sev- 
eral years ago. 

GeorcE Curtis Etxis, Chicago; Rush Medical Col- 
lege, Chicago, 1918; on the staff of the Provident Hos- 
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pital; aged 44; died, September 2, in the Albert Mer- 
ritt Billings Hospital, of carcinoma of the rectum with 
metastasis to the liver. 

Harvey W. Garrison, Hillview, Ill.; Barnes Med- 
ical College, St. Louis, 1906; also a pharmacist; mem- 
ber of the Illinois State Medical Society; formerly 
member of the school board; aged 53; died, August 6, 
of carcinoma of the rectum with metastases to the liver 
and lungs. 

Amanpbus Max Horn, Chicago; Bennett College of 
Eclectic Medicine and Surgery, Chicago, 1912; member 
of the Illinois State Medical Society; aged 66; died, 
July 24, of arterio-sclerosis and myocarditis. 

WituraAM CLarsornE Isom, East St. Louis, Ill.; St. 
Louis College of Physicians and Surgeons, 1908; aged 
62; died, July 8, of cholecystitis and cholelithiasis. 

BoLEsLAuUs KLarkowskI, Chicago; Illinois Medical 
College, Chicago, 1903; formerly member of the board 
of education; aged 71; died, August 20, of lobar pneu- 
monia. 

Gustav KoeHter, Chicago; Julius-Maximilians-Uni- 
versitat, Medizinische Facultat, Wiirzburg, Bavaria, 
1895; a Fellow, A. M. A.; aged 68; died, August 5, in 
the Grant Hospital, of carcinoma and embolism. 

Joun Ropney Lamsert, Quincy, Ill.; Rush Medical 
College, Chicago, 1889; University of Pennsylvania 
School of Medicine, Philadelphia, 1890; aged 66, died, 
July 15, in St. Mary’s Hospital, of splenomyelogenous 
leukemia. 

WittraMm R. Mizett, Shelbyville, Ill.; Miami Med- 
ical College, Cincinnati, 1874; Civil War veteran; aged 
94; died, August 1, of senility. 

FRANKLIN W. PALMER, Chatsworth, Ill.; Barnes Med- 
ical College, St. Louis, 1898; aged 61; was drowned, 
July 6, while fishing in the Kankakee River near Wil- 
mington, III. 

Cuartes W. Piper, Chicago; Chicago Medical Col- 
lege, 1891; a Fellow, A. M. A.; aged 69; died, July 11, 
of coronary occlusion and arteriosclerosis. 

WILLIAM JosEPH SIEGLER, Chicago; College of Phy- 
sicians and Surgeons of Chicago, School of Medicine 
of the University of Illinois, 1910; a Fellow, A. M. A.; 
on the staff of Evangelical Hospital; aged 59; died 
August 17, of angina pectoris. 

WILt1aAM FRANKLIN Simmons, Kell, Ill.; Barnes 
Medical College, St. Louis, 1897; aged 76; died, June 
29, of myocarditis. 

NATHANIEL THACKERY STEVENS, Clifton, IIL; 
Queen’s University Faculty of Medicine, Kingston, Ont, 
Canada, 1892; a Fellow, A. M. A.; past president of 
the Kankakee County Medical Society; on the staff 
of St. Mary Hospital, Kankakee; aged 70; died, July 
26, at the North Shore Health Resort, Winnetka. 

Winrietp S. THarp, St. Elmo, Ill.; University of 
Louisville (Ky.) School of Medicine, 1875; aged 85, 
died, May 31, of myocarditis. 

Jor Ermer Winner, Chicago; Niagara University 
Medical Department, Buffalo, 1890; aged 65; died, July 
31, of chronic nephritis, arteriosclerosis and myocarditis. 
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